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In this descriptive study, the subject pool consisted of 29 
social workers and 166 nurses from selected hospitals within a 200- 
mile radius of Albany, Georgia. These health professionals were 
surveyed regarding medical, legal and treatment issues which related 
to prenatal chemical dependency treatment centers. Specific topics 
of focus included funding, eligibility requirements, parental consent, 
services, drug screening, treatment team members, ability to pay and 
program structure. The survey sample consisted of 17 social workers 
and 88 nurses. Nine hospitals were selected because they provided 
services to newborn infants and their mothers. A portion of the 
sample hospitals also included a chemical dependency treatment unit. 
The hospitals were divided by the types of services they provided 
(Hospital Type A-C). The typical respondent was a 31-40 year old 
white female with one to five years of work experience in her present 
position, indicated that, prenatal chemical dependency treatment centers 
should be developed in Georgia. The federal govermental was cited as 
] 
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the primary funding source. Most health professionals also indicated 
they would work in a prenatal chemical dependency treatment center. 
Need for services vs. age was cited as the acceptable criteria for 
program entrance. A vast array of services were indicated to treat 
chemically dependent pregnant women such as counseling, medical 
treatment, detoxification and screening. Methadone maintenance as 
a treatment center was not accepted by the typical respondent. 
Health professionals agreed that there was a need for well developed 
prenatal chemical dependency treatment centers. Implications for 
policy development and for social workers were also included. 
Directions for future research and a summary conclude this work. 
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CHAPTER I 
Introduction 
The United States' expenditures for health care exceeds 
that of other industrial nations. Although it spends 11.2% 
of its gross national product on health care, it continues 
to trail badly among industrial countries in key health 
statistics such as premature deaths (Koretz, 1988). 
The United States ranked 20th in the world for infant 
mortality (Singh, 1990). Singapore, Hong Kong and most of 
Western Europe exceeded the United States in infant survival 
rates. A black baby boy born in the District of Columbia 
was more likely to die before the age of one than a baby in 
North Korea (Singh, 1990). In the United States in 1987, 
the infant mortality rate was 10.0 per 1,000 live births; in 
Japan, the infant mortality rate was 5.2 per 1,000 live 
births (Rowe, 1989). In 1990, the United States infant 
mortality rate was 10.4 (Statistical Handbook, 1991). In 
Georgia, the infant mortality rate was 12.3 in 1986. This 
Georgia rate was even higher than the national rate 
(Statistical Bulletin, 1986). 
Factors which contributed to the high rate of infant 
mortality in the United States included the lack of 
prenatal care, smoking and substance abuse (Rowe, 1989). 
The lack of prenatal care may result from inadequate access 
to health care facilities, the lack of services or the 
inability to pay for services. According to Rowe (1989), 
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nearly 15 million American women of childbearing age had no 
private or governmental health insurance that covered 
maternity care. Also, one third of all women received 
inadequate prenatal care. It was not until 1991 that 
Medicaid criteria was adjusted to include more improvised 
(Griffin, Piper and Ray, 1990). 
Smoking and substance abuse also contributed to infant 
mortality. One to two percent of all children born in the 
United States were addicted to some substance (Besharov, 
1990). Areas such as New York City, Los Angeles, and 
Washington, D.C. reported an increase in the number of 
children born addicted to some substance between 1985 and 
1987. In the District of Columbia, 60% to 70% of all babies 
were born to mothers who used drugs and alcohol while 
pregnant. The most common substance abused was crack 
cocaine (Singh, 1990). Also, Georgia officials reported an 
increase in babies born addicted to crack cocaine (Banister, 
1990 and Byrd, 1986). 
Statement of the Problem 
According to Skolnick (1990), women who used drugs had 
a higher rate of complications before and after delivery. 
Also, infants born to substance abusing mothers were low 
birth weight and were likely to be premature. Drug addicted 
infants also had a high rate of birth defects. According to 
Rowe (1989), low birth weight babies were 40 times more 
likely to die in the first year of life than those weighing 
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more than five pounds and eight ounces. In 1988, 6.9% and 
8.4% of babies born in the United States and Georgia, 
respectively, were low birth weight (U. S. National Center 
for Health Statistics, 1991). Other complications of 
substance abuse included a high rate of birth defects 
(Hodgman, 1990 and Zuckerman, 1989) such as interuterine 
growth retardation (Chasnoff et. al, 1989 and Chavez, 1989); 
and nervous system defects (Goodwin, 1991). The effects of 
inadequate prenatal care, smoking and substance abuse 
increase infant mortality. Thus, additional funding and 
preventive measures are needed to minimize the adverse 
effects of infants born to chemically dependent pregnant 
women. The health effect of chemical dependency on pregnant 
woman should also be considered. A Senate hearing was 
conducted in Georgia to address the need to fund additional 
prenatal care and substance abuse services (Floyd, 1991). 
Need for the Study 
There is a disperse body of literature which has 
addressed selected issues and aspects of prenatal chemical 
dependency. These issues include treatment, personnel and 
funding. Although, there were studies which addressed 
prenatal chemical dependency, no study was identified which 
combined issues of chemical dependency assessment, 
eligibility, routine urine testing, referral, length of 
follow up and the need for advocacy. As previously stated, 
this study was designed to assess the opinions of health 
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professionals regarding prenatal chemical dependency 
treatment centers and affiliated medical, legal and 
treatment issues. Opinions of health professionals may be 
used to gain insight on issues related to funding sources, 
treatment, personnel, services and target population to be 
served. Awareness of health professionals regarding medical 
and legal issues were also of interest in this study. The 
opinions of health professionals are needed as babies 
continue to be born addicted to chemical substances as a 
results of substance abuse by their mothers during 
pregnancy. Prenatal chemical dependency treatment centers 
may be able to address the crisis of chemical dependency 
among pregnant women. 
Purpose of the Study 
The purpose of this study was to assess opinions of 
health professionals toward prenatal chemical dependency 
treatment centers. Related medical, legal and treatment 
issues were also reviewed. To help achieve the purpose of 
the study, the following research questions were addressed: 
(1) What are the opinions of selected health professionals 
regarding medical, legal and treatment issues? 
(2) Does the physical structure of a prenatal chemical 
dependency treatment center significantly influence 
the treatment of chemically dependent pregnant women? 
(3) What should be the source of primary funding for the 
operation of prenatal chemical dependency treatment 
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centers? 
Limitations of the Study 
The primary limitation in this study related to the 
demographic characteristics of the respondents. The typical 
respondent was a middle-aged white female nurse who may have 
had greater sensitivity to prenatal chemical dependency 
treatment centers because of close encounters with 
chemically dependent infants. The racial composition of 
this study may have had some bearing on the study outcome. 
A more diverse sample may have been more culturally 
sensitive to the needs of chemically dependent pregnant 
women at all socioeconomic levels. Perhaps, the 
respondents, if more diverse, would not have suggested 
universal screening and mandatory action against a 
chemically dependent pregnant woman. Also, a more diverse 
sample may have revealed responses that would have been made 
by the general health professional population. The 
representation of social workers and nurses in this study 
was primarily based on the availability of the health 
professionals for survey. Many social workers who 
classified themselves as general medical specialists were 
also included. 
The value of this study is in its capability to serve 
as a foundation study for health administrators, social 
workers and policy makers. This study presents a cohesive 
picture on legal, medical and treatment issues surrounding 
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prenatal chemical dependency treatment centers. This pilot 
study should enlighten both hospital and drug treatment 
personnel on the current needs of chemically dependent 
pregnant women. 
Review of the Literature 
Impact of Chemical Dependency on Fetuses and Infants 
Over the past decades (1960-1990), drug and alcohol use 
has become an increasing problem in America. Because of 
widespread use of drugs in America other problems have also 
surfaced. Among these problems are drug and alcohol use 
among expectant mothers. For example, Young (1990) 
indicated that pregnant women who use cocaine run higher 
risks for having spontaneous abortions, short labor,ruptured 
placentas and infant feeding problems. (Eisele, 1990). 
The infants of chemically dependent mothers are also 
more likely to have congenital defects and die of sudden 
infant death syndrome (Eisele, 1990). There appears to be a 
definite link between women who drink heavily during 
pregnancy and a pattern of birth defects known as Fetal 
Alcohol Syndrome (FAS). FAS babies may be born mentally 
retarded, physically handicapped, or both (Georgia 
Department of Human Resources, 1985 and Buckalew, 1978). 
The incidence of fetal alcohol syndrome is one to two per 
1,000 births (Beckner, 1990; Little, 1990 and Rosenthal, 
1990). Alcohol is the most widely abused drug in the United 
States. Alcohol is often used in conjunction with other 
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drugs (Schnoll and Karan, 1990). 
Low Birth Weiqht/Infant Mortality 
Maternal misuses of alcohol and drugs, the lack of 
prenatal care and smoking have been associated with low 
birth weight babies (Rowe, 1989). Low birth weight babies 
are 20 times more likely to die in the first year of life 
(Georgia Department of Human Resources, 1985). 
In 1988, 8.4% of all Georgia births were low birth 
weight (U. S. National Center for Health Statistics, 1991). 
Low birth weight is the leading cause of infant mortality. 
Low birth weight babies are 40 times more likely to die in 
the first month of life than those weighing five pounds 
eight ounces (Rowe, 1989). The national rate of infant 
mortality (measured by the infant reaching age one) in 1960 
was five out of six. The infant mortality rate is currently 
twelve out of thirteen and will be nineteen out of twenty in 
the year 2000 (Myers, 1991). The infant mortality rate for 
Georgia Health District 8-2 was 16 per 1,000 live births in 
1990 (Georgia Department of Human Resources, 1991). Low 
birth weight infants who survive are twice as likely to 
suffer one or more handicaps, including mental retardation, 
deafness, blindness, learning disabilities, delayed speech, 
autism, cerebral palsy or epilepsy (Rowe, 1989). 
In response to the growing number of low birth weight 
babies and high rates of infant mortality in various parts 
of the nation, policies have been implemented at both the 
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state and federal level for the provision of free or low 
cost prenatal care (Benefits to Increase, 1988). Georgia's 
high rate of infant mortality is largely due the lack 
of adequate prenatal care. Thus, health officials in 
Georgia have requested additional funding for maternal and 
child health programs (Floyd, 1991). 
Congenital Malformations/Life Effects On Newborns of 
Chemically Dependent Mothers 
Major problems related to drug and alcohol abuse among 
pregnant women are congenital malformations and adverse 
effects on newborns. Infants exposed to drugs and alcohol 
prior to their birth often have a low birth weight, possess 
congenital malformations and exhibit developmental delays in 
later life. Threats to longevity are also a primary concern 
among low birth weight infants. 
About 11% of U. S. newborns or about 375,000 babies per 
year are now exposed to drugs ingested during pregnancy, 
according to a survey by the National Association for 
Perinatal Addiction Research and Education (Public Health 
Currents, 1989 and Trost, 1989). This figure represents a 
threefold to fourfold increase since 1985 (Miller, 1989). 
Trost (1989) indicated that across the country there 
have been reports of increases in the number of women who 
use addictive drugs. Frequently chemically dependent 
pregnant women have used drugs up to the time of delivery. 
As a result of the drug and alcohol abuse patterns among 
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chemically dependent pregnant women, their babies experience 
many health problems. For example, for every 1,000 pregnant 
women who use cocaine about seven of their babies will be 
born with deformities. These deformities include enlarged 
kidneys reguiring surgery and systemic deformities such as 
urinary tract infections (Friend, 1989). 
According to researchers from the National Centers for 
Disease Control, mothers who used cocaine early in 
pregnancy, had a five fold increased risk of urinary tract 
birth defects (Byrd, 1989). Trost (1989) estimated that 
some form of cocaine is involved in at least 75% of drug- 
exposed births. Other drugs such as alcohol, tobacco, PCP 
and marijuana can have a devastating effect on an unborn 
baby, if used during pregnancy (Rusche, 1989). Heroin use 
has also been connected to premature and low birth weight 
infants. In addition, infant withdrawal symptoms may result 
in negative maternal reactions. Such maternal reactions, 
negatively influence mother-infant interactional patterns 
(Schiamberg, 1988). 
Mothers sometimes wish to avoid contact with their 
infants since they may feel guilt or depression about to 
their infants' condition (Schiamberg, 1988). Accordingly, 
the severity of these infants' conditions cause many of them 
to be unresponsive to nurturing. This may cause a delay in 
or total absence of mother-child bonding (Schiamberg, 1988). 
Chemically addicted infants who survive their first 
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year of life tend to manifest neurological problems that 
show up later as attention deficit and perceptual disorders 
(South Georgia Health Care, 1990). Attention deficits and 
perceptual disorders can likely to impair learning ability 
and educational advancement (South Georgia Health Care, 
1990). Education is necessary for societal adjustment at all 
levels. 
Babies born with health problems because of the drug¬ 
using patterns of their mothers may experience extended 
hospital stays. For example, first born crack babies must 
be stabilized and nursed through withdrawal. The 
stabilization and withdrawal process increase treatment 
costs and the emotional and physical instability of the 
newborn. Trost (1989) found that the average length of stay 
for a normal infant at a study hospital was three days. 
However, for those babies born to drug abusing mothers, the 
length of stay was 42 days. 
In some instances, the newborn infants can have a 
higher toxicity level than the mother (Banister, 1990). 
Infants with higher toxicity levels than their mothers can 
suffer withdrawal up to four to six months, with the peak at 
six weeks (Banister, 1990). The length of an infant's 
hospital stay often depends on the percentage of toxic 
materials (e.g. cocaine) which cross the placenta from the 
mother to the infant. 
Accordingly, drug use among pregnant women may result 
11 
in babies born with damaged nervous systems, eye problems, 
and weak hearts. Following birth symptoms of crack 
addiction include high-pitched crying, irritability, 
restlessness, poor appetite, sweating, shaking, diarrhea, 
seizures, sleeplessness, hyperventilation, fever and weight 
loss (Banister, 1990). Some infants also have fingers and 
toes that look raw. They may even suffer strokes and may be 
more susceptible to Sudden Infant Death Syndrome (Banister, 
1990). 
Planning, Policies and Interventions to Serve Chemically 
Dependent Pregnant Women 
Planning, policies and interventions are necessary to 
prevent drug abuse among pregnant women and to provide 
treatment to drug dependent pregnant women and addicted 
infants. A lack of coordination has hindered the 
development of chemical dependency services for pregnant 
women and their children. Trost (1989) indicated drug 
abuse in pregnancy is often missed as many hospitals don't 
routinely test for drug use. However, the lower priced 
crack (a new form of cocaine) has allowed individuals from 
all sectors of the society to enter the drug business. This 
influx of affordable crack may cause an increase in 
chemically dependent pregnant women and infants. Hospital 
stays for chemically dependent women/infants may also 
increase (Public Health Currents, 1989). 
Hospitals with small or moderate percentages of public 
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aid patients have reported an incidence of substance abuse 
similar to hospitals with more than half their patients on 
public aid (Public Health Currents, 1989). The attraction 
to cocaine is strong and crosses socioeconomic levels and 
gender (Thornton, 1989). Therefore, strategies for the drug 
abuse prevention should be designed for all levels of the 
societal strata. 
The increase in cocaine use has contributed to program 
development for substance abusing women. As hospitals 
face problems of drug use, they are developing 
interventions and policies to aid at risk populations such 
as pregnant mothers and newborn infants. 
Nevertheless, a national model of health care delivery 
for chemically dependent pregnancy and their infants has not 
been developed. The national model will need to be 
comprehensive and allow for implementation individual 
states. Traditionally, private physicians, health 
departments and hospitals have provided prenatal care to 
expectant mothers. By comparison, public/private hospitals, 
community mental health centers and private substance abuse 
centers have provided care to substance abusers or 
chemically dependent individuals. 
Throughout the country, chemical dependency treatment 
centers and hospitals are combining services for prenatal 
care and chemical dependency. D.C. General Hospital in 
Washington, for example, has developed an outpatient 
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prenatal clinic for substance abusers (Trost, 1989). The 
prenatal clinic at D.C. General Hospital was designed to 
meet the medical and emotional needs of chemically dependent 
pregnant women. 
Also, the Family Center Program of Medicine at 
Wisconsin General Hospital provides counseling, support, 
education and complete medical care for substance abusing 
pregnant women. Operation Parental Awareness and 
Responsibility (PAR) has been commended for its intensive 
case management with chemically dependent pregnant women. 
PAR has been recognized nationally as an outstanding program 
(Public Health Currents, 1989). 
Although services for chemically dependent pregnant 
women are increasing, Georgia does not have a systematic 
group of services for substance abusing pregnant women. The 
development of substance abuse programs for pregnant women 
would minimize potential lifelong cost to the remaining 
segments of society. Substance abuse services for pregnant 
women should be available, affordable and accessible. Those 
services referenced previously represented institutional 
initiatives to combat the problem of chemical dependency 
through select treatment centers. National prenatal 
chemical dependency services are sporadic and poorly 
developed. 
The development of new legal and social policies in 
chemical dependency treatment are a crucial step in meeting 
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the treatment needs of alcoholics, drug addicts and their 
families (Legal Interventions During Pregnancy, 1990). 
Policies should include treatment methods, the role of the 
legal and medical systems in responding to the chemically 
dependent pregnant woman. Coordinated efforts of national 
and local organizations can reduce the adverse consequences 
of drug abuse among pregnant women and their infants (Public 
Health Currents, 1989). 
Drug use among pregnant women led Georgia 
Representative, Ralph David Abernathy, D-Atlanta, to propose 
a cocaine bill. The purpose of the bill was to charge drug 
abusing mothers who gave birth to addicted babies with 
misdemeanor crimes. This charge would be waived if during 
the first three months of pregnancy, drug abusing mothers 
secured and retained prenatal care through delivery 
(Addicted - Baby Bill Rejected, 1990). 
Women legislators stated that the bill was a punitive 
approach rather than a therapeutic approach to an illness 
such as drug abuse. The bill was rejected as an 
inappropriate avenue to handle chemically dependent pregnant 
women. Generally, the public attitude toward drug abuse is 
punitive (Schnoll, and Karan, 1990). 
Professionals and lawmakers in other states have also 
reviewed the criminal ramifications for pregnant women who 
take illegal drugs such as cocaine. One District Attorney 
stated that many people agree that the criminal law is an 
15 
entirely appropriate vehicle through which to address 
chemical dependency among pregnant women; others say that 
such prosecutions will backfire (Ziner, 1989). 
A Rhode Island medical director stated that to charge 
women with drug offenses for delivering cocaine to a child 
in utero is ridiculous and counter productive to public 
health. He believed that chemically dependent mothers 
should be prosecuted, they will only go under ground to 
avoid punishment and will therefore forfeit any treatment 
they would have received had they not been in fear of 
prosecution (Ziner, 1989). Roberts (1991) stated that 
punishing a woman for exercising her right to bear a child 
deprives her of a basic part of her humanity. Underscoring 
a historical account of slavery on minorities, Roberts 
(1991) alluded to minority women being deprived of their 
children and punished for any action seen as 
counterproductive to the system of enslavement. She further 
stated that because of the socioeconomic status of minority 
women, they are more likely to be punished (sterilized or 
prosecuted) for drug use during pregnancy because of their 
use of the public health care system. Skolnick (1990) 
stated that if maternal drug abuse reporting continues, 
methods should be used which do not encourage racial bias. 
Roberts (1991) advocated for treatment rather than 
prosecution. 
Thus, guidelines to define legal, medical and treatment 
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issues of prenatal chemical dependency are critical. The 
American Medical Association's (AMA) Board of Trustees made 
six recommendations for the treatment of chemically 
dependent pregnant women. (Legal Interventions During 
Pregnancy, 1990). The AMA1s recommendations can provide a 
foundation on which to develop uniform state laws in the 
treatment of chemically dependent pregnant women. 
Statistics on Drug Use In the General Population 
According to the National Institute on Drug Abuse 
(1988), The Cocaine Prevalence Rates Based on the 1988 
Survey on Drug Abuse have been reported as presented in 
Table 1. The results show that the use of cocaine was not 
statistically normative, in any of the age groups. For 
youth, young, and mid adults that ever used cocaine, there 
was a significant discrepancy in the rates. The ever used 
percentage was higher for young adults (19.7%) than for mid 
adults (9.9) and youth (3.4). The discrepancy among age 
groups decreased for current use of cocaine. The current 
user rates were 4.5 for mid adults; 1.1 for youth and 0.9 
for mid adults. The data further indicated that cocaine use 
was high, particularly among young adults. 
In addition, the National Household Survey of Drug 
Abuse (1988) reported current users of other drugs were 
higher in the 18- 25 age group. The use of drugs for the 18- 
25 age group were ranked as follows: (1) alcohol, (2) 
cigarettes, (3) marijuana, (4) cocaine, (5) stimulants, (6) 
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hallucinogens, (7) inhalants, (8) analgesics, (9) 
tranguilizers and (10) sedatives. 
Additionally, the number of cocaine-related emergency 
room visits increased sharply in 1988 as the use of crack 
became more widespread (U.S. Department of Health and 
Table 1: Cocaine Use By Age Group, 1988 
Percent of Cocaine Users 
Age Group Ever Used Current User 
Youth, 12-17 3.4 1.1 
Young Adults, 18-25 19.7 4.5 
Mid-Adults, 26+ 9.9 0.9 
Totals 33.0 6.5 
Source: U.S. National Institute on Drug Abuse, National 
Household Survey on Drug Abuse, 1988. 
Human Services, 1989). Many cocaine treatment programs also 
reported an increase in their number of women patients 
(Rosecan and Gross, 1986). Research findings have shown 
young adults as the highest risk group for drug use. Drug 
abuse poses a major threat to young female adults in their 
childbearing years. 
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Drug Use Among Women of Childbearing Age 
Williams (1985) estimated that approximately one-third 
of the estimated half million persons using heroin regularly 
in the United States were women. In 1987, The National 
Institute on Drug Abuse reported that 30% of drug abusers 
age 18-24 were women (Arnold, 1990). The National Institute 
on Drug Abuse estimated that more than five million women of 
childbearing age now use illegal drugs (Shepard, 1990). 
Evidence has consistently shown that a drug abuser is 
likely to be of childbearing age (National Institute on Drug 
Abuse, 1988) and possibly female. The ramifications of drug 
abuse among women ofchildbearing age may be devastating. 
Drug use in pregnancy is associated with infant mortality, 
malformation of body systems, cognitive and developmental 
delays (Arnold, 1990; Banister, 1990; and South Georgia 
Health Care, 1990). 
Drug Use Among Pregnant Women 
Significant evidence has revealed problems related to 
drug abuse among pregnant women. Problems related to drug 
use among chemically dependent pregnant women include: 
(1) the lack of statistics on the prevalence of drug 
abuse among pregnant women, 
(2) the lack of centers designed for the treatment of 
chemically dependent pregnant women and their 
children, 
(3) the adverse effects on infants born to chemically 
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dependent mothers. 
As shown in Table 1, every age group of drug users 
could become pregnant. Even in the mid adult age group 
(26+) women are becoming pregnant at a higher rate. It is 
known that seven out of every 1,000 births are cocaine- 
related, it is still not known how many pregnant women use 
cocaine. Other drugs have plagued this society, but in the 
past, most users have been men. For the first time, there 
are large numbers of female addicts, many of whom have 
children or are pregnant (Shepard, 1990). 
Whether it is a small quantity or habitual use, any 
amount of cocaine can destroy a pregnancy. A small quantity 
can be enough to send a pregnant woman into labor or cause 
adverse fetal effects (Ziner, 1989). The placenta may tear 
away from the uterine wall prematurely. The woman may 
bleed, causing the fetus to suffocate. A baby born to a 
cocaine addicted mother is often fussy, jittery and 
unresponsive to comforting (Ziner, 1989). 
Before addicted infants have taken their first breath, 
they have already experienced drug euphoria because of 
the drug abusing patterns of their mothers. Their lives 
begin with horror known to adult addicts who are not able to 
get the drugs for which their bodies crave. The bodies of 
these infants shake; they are unable to eat or sleep; they 
have diarrhea; they are irritable and sensitive to touch. 
Some addicted infants will have permanent neurological 
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damage. Other infants, may have deformities of the urinary 
tract, brain and skull (Niederberger, 1989). Most likely, 
no one would argue that this is tragic (Ziner, 1989). 
One method being examined in treatment of drug abusing 
pregnant women is methadone maintenance. Researchers 
indicated that methadone maintenance alone did not 
significantly improve neonatal outcome in a pregnancy 
complicated by drug use. Yet, when methadone maintenance 
was combined with an average of eight prenatal visits, the 
incidence of low birth weight, prematurity and morbidity was 
significantly reduced (Finnegan, 1978). 
Several research documents have outlined infant 
complications, despite prenatal care and the use of 
methadone maintenance. Some of the complications included 
prematurity, growth retardation, intrauterine fetal demise 
and neonatal abstinence. Despite complications, methadone 
maintenance appeared to reduce the risk of low birth weight 
infants. A group of other researchers agree with the use of 
methadone maintenance in prenatal care of chemically 
dependent women. With the most positive results, 
researchers assert that the use of methadone maintenance in 
substance abuse treatment is, in essence, the substitution 
of one addiction for another (Gerstein and Lewin, 1990). 
Health Care Professionals 
Health care professionals such as obstetricians, 
midwives, nurses and social workers generally come into 
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contact with addicted clients when they are referred to a 
treatment facility (Williams, 1985). Team approaches have 
also been used which included psychiatrists and 
perinatologists (Fitzsimmons, et. al, 1986). However, 
nurses and social workers are among the professionals who 
come into daily contact with this population, during their 
hospitalization. In a study conducted by Colmorgen and 
colleagues (1988-1989) pregnant women tested positive for 
drug use were offered drug counseling and follow-up by 
public health nurses, social workers and other specialists 
(Skolnick, 1990). 
In hospitals, perinatal social workers provide follow up 
and referral for chemically dependent pregnant women and 
their infants. Nurses are primarily responsible for the 
care and treatment of chemically dependent mothers and their 
infants. A physician usually provides supervision to other 
health care professionals. 
Innovative treatment strategies are needed in the 
treatment of chemically dependent pregnant women. Funds are 
also needed to train health professionals in diagnosing and 
treating addicts (Schnoll and Karan, 1990). The complexity 
of problems that substance abusing or chemically dependent 
women face support the need for diverse professionals to 
provide specialize treatment to chemically dependent 
pregnant women and their infants. A team approach has 
typically been used in substance abuse and perinatal 
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clinics. However, the extent to which professional 
specialties have been combined to care for chemically de¬ 
pendent pregnant women and infants is not well known. 
Recently, physicians have sought strategies in advising 
women who have used cocaine prior to conception (Legal 
Interventions During Pregnancy, 1990 Rosecan and Gross, 
1986). Many guestions about the actual treatment needs of 
chemically dependent pregnant women are unknown and await 
further research. 
Collaboration among professionals may provide some 
answers on treatment needs of chemically dependent pregnant 
women. Interagency and interprofessional collaboration have 
become important to the success of treatment alternatives 
for chemically dependent pregnant women. Several legal, 
medical and treatment guestions have been posed regarding 
chemical dependency among pregnant women. For example, 
should substance abusing mothers be prosecuted for child 
abuse? If maternal drug use is not reported, will the 
treating physician be held liable for the adverse effects of 
babies born addicted to drugs? Should all pregnant women be 
screened for drug use by health professionals? Should 
chemically dependent pregnant women be stabilized with 
methadone? Many of these questions have not been resolved, 
and establish complexing ethical and legal issues. 
It appears that the law is very specific and clear with 
regards to the care and protection of the newborn infant and 
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growing child. Nevertheless, it is unclear about the 
protection afforded the unborn child, especially, if that 
unborn child is being carried by a chemically dependent 
pregnant woman. Thus, health professionals should examine 
all medical, legal and treatment issues involved in the 
management of chemical dependency cases. 
Examination of legal, medical and treatment issues 
will allow health professionals to provide maximum health 
and protection of the mother and unborn child (Paulson, 
1983). United efforts of health professionals are vital in 
the delivery of services to chemically dependent pregnant 
women and their infants. 
Hospitals/Treatment Centers 
Traditionally, drug treatment in the private and public 
sector has not included prenatal care. Likewise, hospitals 
and clinics offer childbirth education, but such sessions 
are rarely attended by drug- dependent women for several 
reasons. Therefore, hospital based childbirth classes do 
not readily address the concerns of chemically dependent 
women (Williams, 1985). 
Among the reasons why chemically dependent pregnant 
women do not attend childbirth classes in hospitals and 
clinics are: 
1) lack of funds 
2) lifestyles which can not accommodated regular 
attendance at this sort of group and 
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3) questions about drugs and methadone cannot be asked 
or answered in the traditional group at a prenatal 
clinic (Williams, 1985). 
Therefore, the drug treatment clinics primarily provide 
the information about drug treatment and the prenatal clinic 
or hospital about prenatal care. The distance between 
chemical dependency services and prenatal care services 
remains unbridged. Hospital which care for newborns and/or 
chemically dependent individuals may be able to lessen the 
distance between prenatal care and substance abuse services. 
Specifically, these hospitals refer to: 
1) hospitals with bassinets and/or neonatal unit and an 
alcohol/chemical dependency unit; 
2) hospitals with bassinets and a neonatal unit and 
3) hospitals with bassinets only. 
Hospitals with bassinets generally provide temporary 
housing for the care of newborns. Neonatal units are 
special care units for infants. Chemical dependency units 
are designed to treat patients (men and women) who exhibit 
abusive behavior with chemical substances. In 1983, 
community hospitals nationwide admitted over 36 million 
patients (or 93%) of all patients admitted in hospitals, 
with an average stay of 7.6 days. Hospital occupancy which 
is determined by dividing available bed days by patient days 
was 75.3% in 1983 (Jonas, 1986). 
The increase in indigent patients, especially pregnant 
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women, has created additional financial burdens for 
hospitals (Zollinger, 1991). Until recently, the 
eligibility reguirements for Medicaid had been increasing. 
As a result, relatively fewer women and children were being 
governed by Medicaid (Braveman, 1988). Denied prenatal care 
increases hospital costs, complications in delivery and 
leads to higher unpaid hospital bills (Murray, 1988). One 
third of the children of low income families had no health 
insurance. Also, one fourth of all working women of 
childbearing age have no pregnancy coverage (Rice, 1989). 
Zollinger (1991) also reported an increase in pregnant women 
who are indigent. Pregnant women of all socioeconomic 
statuses may be indigent, especially those who may be 
chemically dependent. 
Research, indicated that sick newborns born to 
chemically dependent mothers experience longer length of 
stays, for example, up to 42 days as compared to three days 
for a normal newborn (Trost, 1989). Extended stays by drug 
dependent infants have exhausted public dollars through 
programs such as Medicaid. The public continues to face tax 
increases to subsidize the cost of caring for chemically 
dependent infants throughout the lifecycle. Multisystems 
such as the educational, legal, political and medical 
systems are affected. 
Intensive care can cost as much as $1,768 a day for 
severely affected drug-exposed newborns, according to a Los 
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Angeles hospital (Trost, 1989 ). A representative from Grady- 
Memorial Hospital, Atlanta, Georgia, indicated the cost of 
caring for babies born addicted to cocaine can exceed $900 a 
day in that Hospital's nursery (Arnold, 1990). The cost of 
caring for "boarder babies" can be astronomical. The im¬ 
plementation of Diagnostic Related Groups (DRGs) in 1983, 
allows Medicaid to pay prescribed cost for a designated 
length of stay. The remanding costs must be paid by the 
hospital and/or the state. 
In the care of the drug abusing mother, the literature 
indicated that drug treatment programs often have long 
waiting lines and can only accommodate a limited number of 
pregnant women (Pechenik, 1987; Trost, 1989). Many, 
chemically dependent pregnant women cannot find a drug 
treatment program that will accept them (Skolnick, 1990). 
According to the National Alcoholism and Drug Abuse Program 
Inventory (1984), drug and alcohol abusers were treated 
most frequently in general hospitals (36.1%), followed by 
freestanding facilities (19.4%) and lastly, other 
specialized hospitals (17.8%). 
It is not unusual for inpatient treatment in a for- 
profit treatment institution to cost from $7,300 to $13,000 
for a 28-day program. Alcoholics and drug abusers who are 
indigent often find treatment difficult to obtain because of 
the cost issue (Shepard, 1990). In April 1990, drug 
treatment experts complained to Congress that few programs 
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were available to pregnant women and that few programs too 
often treat women as criminals instead of patients (Shepard, 
1990). The director of the Georgia Addiction, Pregnancy 
and Parenting Program in Atlanta also commented that one of 
the greatest barriers to treatment was the lack of it. She 
continued to state that few programs provided specialized 
services for pregnant women and new mothers and many 
residential treatment programs did not admit pregnant women 
as a matter of policy (Shepard, 1990). 
Admission to drug treatment centers may be based on a 
first come, first served basis, ability to pay, or on other 
entrance criteria. Policies related to location, 
admission/eligibility, services, funding, personnel, routine 
urine testing, referral procedures, length of follow-up and 
advocacy are critical to the development of services for 
chemically dependent pregnant women and their infants. A 
House Committee studying the lack of services for pregnant 
women found that of the nearly 5,000 treatment programs in 
the United States, only 50 offered child and obstetric care, 
sexual abuse counseling and other services needed by women 
(Shepard, 1990). The lack of services reinforces the need 
for alternative service modalities and sites to treat chemi¬ 
cally dependent pregnant women. 
Georgia Hospitals 
Georgia's vast array of hospitals were characterized by 
the types of services provided, ownership and occupancy 
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rates. These hospitals were located in urban or rural 
areas. Approximately eighteen of the hospitals throughout 
Georgia had bassinets, a neonatal unit and a chemical 
dependency treatment unit (The Hospital Book, 1989). 
Approximately hospitals had at least one, or a combination 
of the following services: bassinets, neonatal unit and a 
chemical dependency treatment unit (The Hospital Blue Book, 
1989) . 
With planning and coordination, a group of Georgia 
hospitals could be modified to serve as outpatient 
/inpatient regional treatment hospitals for substance 
abusing women. Many traditional hospitals already have the 
basic services needed to treat chemically dependent pregnant 
women. 
The needs of the chemically dependent pregnant woman 
are not new to the health professional. Chemically 
dependent pregnant women have been treated in diverse health 
settings. Freestanding private centers, as well as mental 
health departments (substance abuse divisions) provide 
chemical dependency services. These services could be 
expanded to serve chemically dependent pregnant women. 
Facilities currently exist which could be modified to treat 
chemically dependent pregnant women. Yet, the manpower and 
willpower of professionals and policy makers will have to 
transform existing health centers into prenatal chemical 
dependency treatment centers. Also, hospitals and 
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outpatient clinics may be used as sites for counseling, 
education and medical treatment of chemically dependent 
pregnant women. 
Identification and Treatment of Indigent and Chemically 
Dependent Pregnant Women 
Chasnoff (1985) conducted a study to determine the 
incidence of cocaine use/illicit drug use in a population of 
pregnant women entering prenatal care in Pinellas County, 
Florida. The study enrolled women both in the public and 
private health care sector. The sample for the study which 
began January 1, 1989 and ended on June 30, 1989, consisted 
of over 715 women. One hundred ninety nine were black women 
and 499 were white. Although Hispanic women were initially 
included in the study, they were deleted from selected 
aspects of the analysis, because of the small quantity of 
Hispanic women in that area of Florida. 
Major findings showed that approximately half of the 
715 women enrolled were from the private health care sector. 
The overall prevalence of positive urine toxicologies at the 
first prenatal visit was 14.8-16.3% for the public sector 
and 13.1% for the private sector. The most common drugs 
used were cocaine and marijuana. There was no significant 
difference in the rates of positive toxicologies between 
black and white women. 
The study described cocaine/illicit drug use among 
various ethnic groups of women. A shortcoming in the study 
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was that there were no comparative study available. 
Therefore, this was a pilot study in the examination of 
substance use and abuse in a private obstetric population. 
The problems were presented, solutions were recommended, but 
no action plan was detailed in the study. 
In summary, this study indicated that substance abuse 
is a problem across all socioeconomic and racial groups. 
Thus, physicians and other health providers should begin to 
counsel patients, perform thorough assessments and recommend 
patients to treatment programs. Interventions should 
include the development of low cost treatment centers to 
serve chemically dependent pregnant women. 
In a study conducted by Williams (1985), the issue of 
administering methadone during pregnancy with a focus on the 
techniques used by the drug counselor were examined. 
Prenatal care issues were also reviewed, using the counselor 
as a liaison. Traditional sources of prenatal care and 
education were also utilized in the study. 
Three case studies utilized the histories and 
progression of each subject in the study. The information 
presented was valuable. The small sample sizes used in the 
case studies make the validity of the actual results 
questionable. The author attempted to justify the findings 
by referencing studies which presented similar results. 
Recent reports by Finnegan (1978) showed that when 
methadone is combined with an average of eight prenatal 
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visits, the incidence of low birth weight, prematurity and 
morbidity is significantly reduced. This article supported 
the need for traditional systems to be modified and 
expanded. The counselor was introduced as a liaison between 
prenatal and drug treatment services. Finnegan (1978) 
stated that in ideal situations prenatal services, 
postpartum services and drug treatment were combined. 
Policies need to be developed relative to the use of 
methadone maintenance in the treatment of chemically 
dependent pregnant women as a standard of practice. 
Otherwise, some health professionals may continue to view 
methadone treatment as unethical. Without stronger evidence 
on the benefits of methadone maintenance in the treatment of 
chemically dependent pregnant women, it is unlikely that 
methadone will be uniformly accepted by health professionals 
(Lewin, 1990 ) . 
Other research such as that of Fitzsimmons (1986) also 
highlighted the implications of methadone as an effective 
treatment for chemically dependent pregnant women. 
Fitzsimmons examined the effectiveness of methadone 
treatment in the prenatal care of chemically dependent preg¬ 
nant women at the Family Center Program in Wisconsin. 
One hundred and sixty two women were studied at the 
Family Center who delivered babies from 1981 to 1983. The 
Family Center Program utilized a team approach to provide 
counseling, support and education, and complete medical 
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care for chemically dependent pregnant women. These 162 
drug dependent women were categorized into three groups: 
Group I - methadone to women who were using one or 
more illicit drugs at the time of the 
study (n=95) 
Group II - methadone alone given to women with 
negative toxicologies at the time of the 
study (n=14) 
Group III - polydrug, given to women not on methadone 
and abusing one or more drugs at the time 
of the study (n=57). 
Medical complications were found to be similarly 
common in all groups, with infectious processes such as 
cellulitis and urinary tract infections. Pediatric 
complications occurred in the majority of liveborn infants 
in each group. Neonatal abstinence was more common in Group 
I. Congenital defects were also slightly more common than 
expected. Congenital defects affected 62% in the study 
group (Group III), and were particularly common in Group II. 
Overall, birthweight increased with earlier and more 
frequent prenatal visits. Also, the number of clinic visits 
significantly predicted gestational age at delivery. Only 
31% of infants delivered were free of any complications. 
Rosner et. al cited methadone outcomes contrary to 
those reported by other researchers (Fitzsimmons, 1986). 
For example, the high rate of complications accompanied 
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births of the infants of mothers using methadone. The 
difference in outcome may have been caused by the diverse 
health statuses and levels of chemical dependency among the 
mothers in each group. The results of various research 
studies remain inconsistent on the benefits of methadone 
use (Lewin, 1990). 
Fitzsimmons' (1986) study highlighted types of 
personnel and treatment alternatives which may be used to 
treat chemically dependent pregnant women. A team approach 
comprising social workers, nurses, psychiatrists, 
neonatologists and perinatologists was implemented in the 
study. This study emphasized the need for a team approach 
to evaluate and treat chemically dependent pregnant women. 
Each team member had expertise to benefit the chemically 
dependent pregnant woman. 
In the provision of services to chemically dependent 
pregnant women, many issues must be considered. Among these 
issues are access to health care, funding for services, and 
provision of indigent care (care to those who are unable to 
pay for services). In 1987, Weil addressed these issues by 
conducting a study of 359 health care executives of the 
American College of Health Care Executives/Affiliates on 
access to health care. 
One-half of the executives supported equal access to 
health care. Meanwhile one-half did not support equal 
access to health care. Overall, 80% indicated that system 
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related health outcomes should be similar for poor and 
nonpoor. Most of the executives reported the government 
should underwrite life-sustaining surgery; two-fifths 
prenatal care and a third that the government should fund 
custodial care for invalids and the elderly. The executives' 
preferred sources to underwrite uncompensated care were as 
follows: General revenue taxes (49%), Business and Industry 
(13%), Insurers (11%), Hospitals (9%), Payroll Tax (7%), 
Other (6%) and Physicians (5%). Rather than have the 
government underwrite health care for all citizens, the 
majority of respondents reported government should provide 
need based funding. 
For uncompensated services, an alternative payor 
sources were suggested more often by health care executives 
more often than the hospitals (9%). Also, the for-profit or 
non-profit status of the health executives’ hospitals 
influenced their responses. Executives from for-profit were 
not likely to favor hospital responsibility for uncompen¬ 
sated care. 
Weil's (1987) survey of health executives on funding 
of health care services and indigent care revealed that 
prenatal care was a critical service. Two-fifths of the 
health executives reported the government should underwrite 
services for those unable to pay. 
Unless funds are allocated for the treatment of 
chemically dependent pregnant women, consumer funding of 
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chemical dependency effects may increase. Adverse effects 
of chemical dependency may include infant mortality, 
morbidity, special education, rehabilitation and medical 
services for drug- dependent children. Crime and violence 
are also associated with the children and parents exposed to 
drugs. Chemically dependent individuals inadequately adapt 




This descriptive study was conducted in rural and 
urban cities of South Georgia. Rural cities were located in 
non-metropolitan areas, with a population substantially 
lower than that of metropolitan and urban areas. These 
sites were chosen because of their willingness to 
participate and accessibility to the researcher. No site 
was more than 200 miles away from the researcher's home 
(Albany, Georgia). 
Setting 
The setting consisted of hospitals in South Georgia. 
These hospitals were selected because of their willingness 
to participate in the study as well as their adherence to 
the following criteria: 
1. location within a 200 mile radius of Albany, 
Georgia and 
2. hospital units to include the following 
characteristics : 
a. those with bassinets (i.e. Hospital Unit A) 
b. those with bassinets and a neonatal unit 
(i.e. Hospital Unit B) 
c. those with bassinets and/or neonatal unit and 
a chemical dependency unit (i.e. Hospital 
Unit C) 
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3. and employment of the following health 
professionals : 
a. nurses 
b. social workers 
As reflected in Table 2, each hospital selected for 
specific units (A-C) employed health professionals such as 
(but not limited to) nurses and social workers. For 
example, these health professionals all work directly with 
newborns and/or their mothers. Hospitals with chemical 
dependency units, in addition to bassinets and/or neonatal 
units were selected because the health professionals (nurses 
and social workers) who work in such settings were likely to 
have great sensitivity to the needs of newborns, mothers and 
individuals who abuse drugs and alcohol. 
Subject Pool and Sample 
As revealed in Table 2, the subject pool consisted of 
29 social workers and 166 nurses employed in Hospital Units 
A, B and C. These health professionals were employed in one 
of the nine South Georgia hospitals that participated in the 
study and served patients/clients who were newborns or 
recently delivered chemically dependent mothers. 
Instrumentation and Item Scoring 
The instrument used in the study was the Health 
Professionals Opinion Survey (HPOS). This instrument was 
created by the researcher specifically for this study. It 
was pilot tested for content validity using a sample of 
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professionals in the field of social work and nursing. 
Subsequently, the instrument was pretested. 
The purpose of the HPOS was to assess opinions of 
health professionals regarding selected aspects of prenatal 
chemical dependency treatment centers. It contained ten 
sections. They were as follows: section one: 
Table 2: Hospitals and Health Professionals By Type 
Hospital Type Components Health Professional 
(Type and Number) 
(A) Bassinets Only nurses social 
workers 
35 05 
(B) Bassinets and nurses social 
Neonatal Unit workers 
42 07 
(C) Bassinets or Neonatal nurses social 
Chemical Dependency workers 
Treatment Unit 90 17 
Total 166 29 
one: demographics; section two: needs assessment; 
section three: funding; section four: personnel; section 
five: services; section six: eligibility; section seven: 
routine testing; section eight: referral/length of follow¬ 
up; section nine: personal advocacy/support and section 
ten: comments. Each section is detailed as follows: 
Section One: Demographics The purpose of this section was 
to assess the characteristics of respondents completing the 
survey. This section included eight items. Three items were 
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open ended and five items were closed ended. These eight 
items were: age, sex, race, occupation, area of 
specialization, length of time in present position, highest 
level of education achieved and title of present position. 
Section Two: Needs Assessment The purpose of this section 
was to assess opinions of health professionals regarding the 
need for prenatal chemical dependency treatment centers in 
Georgia. There were four closed ended Likert type items in 
this section. These Likert type items had the following 
response set: Strongly Agree (SA), Agree (A), Disagree 
(DA) and Strongly Disagree (SD). 
Scoring 
They were scored as follows: SA=4, A=3, D=2 and SD=1. An 
average score was computed for each item. Respondents were 
able to select the response that most closely represented 
their sentiments. 
Section Three: Funding The purpose of this section was to 
assess opinions of health professionals regarding 
appropriate funding sources for services rendered within the 
treatment centers. There were two closed ended items 
presented in this section. 
Scoring 
These items were scored using frequency analysis. The items 
of highest frequency were deemed most favorable. Items with 
low frequencies were least favored by the respondents. 
Section Four: Personnel The purpose of this section was to 
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assess opinions of health professionals regarding the 
personnel needed to treat chemically dependent pregnant 
women. Personnel choices were outlined for selection by the 
respondents. There were two closed ended items in this 
section. 
Scoring 
These items were scored using frequency analysis, the items 
with the highest frequency were deemed most favorable. Items 
with low frequencies were least favored by the respondents. 
Section Five; Services The purpose of this section was to 
assess the opinions of health professionals regarding the 
need for specific services to treat chemically dependent 
pregnant women and recently delivered chemically dependent 
pregnant women. Specific services included counseling, 
referral and medical treatment. For example, health 
professionals were asked to indicate whether counseling 
services should be provided to these chemically dependent 
pregnant women in addition to a wide range of other serv¬ 
ices. There were four closed ended items in this section. 
One item was a Likert type. 
Scoring 
These items were scored using values of SA=4, A=3, D=2 and 
SD=1. SA (4) or strongly agree was the maximum agree 
response; A (3) or agree was a less intense agree response; 
D (2) or disagree was a less intense degree response and SD 
(1) was the maximum disagree response. 
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Section Six: Eligibility The purpose of this section was 
to assess health professionals’ opinions regarding 
eligibility reguirements for treatment. There were five 
items in this section. Four of the items were Likert type. 
Scoring 
These items were analyzed using the score values of SA=4, 
A=3, D=2 and SD=1. Respondents were able to select the 
response that most closely represented their sentiments. SA 
(4) or strongly agree was the maximum agree response; SD (1) 
or strongly disagree was the maximum disagree response. 
Section Seven: Routine Testing The purpose of this section 
was to ascertain whether health professionals support the 
routine urine testing of all pregnant women. There were 
four closed ended items in this section. There were three 
Likert type items to be analyzed. 
Scoring 
These items were scored using the score values of SA=4, 
A=3, D=2 and SD=1. Respondents were able to select the 
response that most closely represented their sentiments. SA 
(4) or strongly agree was the maximum agree response; SD (1) 
was the maximum disagree response. 
Section Eight: Referrai/Length of Follow Up 
The purpose of this section was to assess opinions of health 
professionals regarding procedures for admitting and 
referring chemically dependent pregnant women to a treatment 
center and to determine the length of follow up. There were 
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three closed ended items in this section. One item was a 
Likert type. 
Scoring 
This item was analyzed using score values of SA=4, A=3, D=2 
and SD=1. The respondents were able to select the response 
that most closely represented their sentiments. SA (4) or 
strongly agree was the maximum agree response; and SD (1) 
was the maximum disagree response. 
Section Nine: Personal Advocacy/Support The purpose of this 
section was to assess the willingness of health 
professionals to support or work in a prenatal chemical 
dependency treatment center or program at their hospital or 
in their area. There were three closed ended items in 
this section. Two of the items were non Likert type items. 
Scoring 
Likert Type items were analyzed using a score value as 
follows: SA=4, A=3, D=2 and SD=1. The respondents were 
able to select the response that most closely represented 
their sentiments. SA (4) or strongly agree was the maximum 
agree response; SD (1) was the maximum disagree response. 
Section Ten: Comments The purpose of this section was to 
allow health professionals the opportunity to make 
additional remarks regarding prenatal chemical dependency 
treatment centers at their hospitals and in their areas. 
There was one open ended item in this section. 
Scoring 
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This items was not scored since responses were qualitative 
in nature. Yet, it added valuable information to the 
study. The comments were useful to rate the intensity of 
the health professionals 1 sentiments regarding prenatal 
chemical dependency treatment centers. 
Procedures 
The procedures to be employed in executing this study 
were comprised of a Pre-Research and a Research Period. The 
periods are listed below with procedures. 
Pre-Research Period 
The Pre-Research Period included - 
Procedure I: Hospitals which met study criteria were 
selected for participation in the study. Subsequently, 
hospitals administrators were contacted by phone to obtain 
preliminary approval to conduct the study. 
Procedure II: The researcher prepared and sent a formal 
letter to request of each administrator, permission to 
conduct the survey and to review the study arrangements. An 
administrative contract was also included to verify all 
arrangements made between the researcher and all other 
parties. This administrative contract outlined the roles and 
responsibilities of the researcher and other parties (See 
Appendix B). 
Procedure III: The number of social workers and nurses 
were identified when the researcher contacted each 
participating hospital's personnel director by phone. 
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Procedure IV: After having received the formal approval 
to conduct the study, the researcher contacted the Director 
of Social Services and the Director of Nursing in each 
participating hospital. The researcher then verified the 
date and time for data collection. 
Research Period 
Procedure V: The researcher arrived at each hospital as 
prearranged. Respondents arrived at the prearranged time 
and were seated in a room well suited to conduct the study. 
Procedure VI: The researcher introduced the survey. 
Following the introduction, the researcher explained the 
purpose of the study and gave instructions for completing 
the survey. 
Procedure VII: The survey was completed by the 
respondents in each hospital. Questions from the 
respondents were answered by the researcher as they were 
posed. 
Data Collection 
All data were collected by the researcher at each 
hospital in the study. Arrangements for data collection 
were coordinated by the hospital administrator and the 
Directors of Social Services and Nursing in each hospital. 
Data Analysis 
The data were analyzed using various statistical 
procedures. The statistical procedures included frequency 
analysis, measures of central tendencies and measures of 
variability. 
Human Subjects Contract 
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A human subject contract was not necessary for this 
study since no direct services were provided to respondents. 




Results of the study are detailed in this chapter. 
Each section explains a component of the survey in 
sequential order. The chapter is organized in the 
following manner. Section one contains demographic 
information. Section two contains information related to 
needs assessment. In section three, funding is addressed. 
Section four highlights personnel factors. Services 
are outlined in section five. Section six presents 
eligibility criteria. Section seven contains routine 
testing procedures. In section eight referral and length of 
follow-up are detailed. Section nine contains personal 
support/advocacy information. In conclusion, section ten 
contains general comments. 
Section One: Hospital Type and Demographic Profile of 
Respondents 
Section one contains two components. They are Health 
Professionals Within Hospitals By Type and Demographic 
Profile of Survey Respondents. Three hospitals were 
categorized as Type A Hospitals (i.e. hospitals with 
bassinets); two hospitals were categorized as Type B 
Hospitals (i.e. hospitals with bassinets and a neonatal 
unit) and four hospitals were categorized as Type C (i.e. 
hospitals with bassinets or a neonatal unit and a chemical 
dependency unit). Eight of the nine hospitals had active 
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nurse and social work personnel available. The number of 
respondents by Profession and Hospital Type is graphically 
depicted in Table 3. 
Table 3: Percent Distribution of Respondents By Hospital 
Type and Health Profession 
Nurse Social Worker Total 
Number Percent Number Percent Number 
Percent 
Hospital Type 
A (Bassinets) 10 (11. . 3%) 2 (11, . 8%) 12 (11, .4%) 
B (B, N, ) 5 ( 5, .7%) 5 (29 . 4%) 10 ( 9, .5%) 
C (B, N, C) 73 (83 , .0%) 10 (58 , .8%) 83 (79 , . 1%) 
Total 88 100 .0 17 100, .0 105 100 , .0 
Hospitals and Health Professionals By Type 
Table 3 shows nurses and social workers (i.e. hospital 
health professionals) in Hospitals C (83 or 79.1%) who 
comprised more than three fourths of the sample; while 
Hospitals Type A (12 or 11.4%) and Type B (10 or 9.5%) 
constituted the other fourth. The majority of the health 
professional respondents consisted of nurses from Hospital 
Type C (73 or 83%). This group of professionals 
constituted the largest portion of the respondents. Social 
workers in Type C (10 or 58.8%) Hospitals were also more 
readily represented than in Type A (2 or 11.8%) and Type B 
(5 or 29.4%) Hospitals. Eighty eight (88) nurses and 17 
social workers were surveyed. The sample size was 105. 
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Demographic Profile of Respondents 
The demographic section contained eight items that were 
used to provide a profile of the typical respondent. Items 
in this section were: age, sex, race, occupation, area of 
specialization, length of time in present position, highest 
level of education achieved and title of present position. 
Age 
Of 105 respondents in the sample, 104 responded to this 
item. None reported being in the 18-20 age range, 35 (or 
33.6%) reported being 21-30, 41 (or 39.4%) 31-40 and 21 (or 
20.2%) 41-50. Six respondents (or 5.8%) reported being in 
the 51- 60 age range and one (or 0.9%) did not respond to 
this item. The typical respondent was in the 31-40 age 
range. These findings are presented in Table 4. 
Table 4: Percent Distribution By Age Range 
Age Number Percent 
18-20 0 0.0 
21-30 35 33.6 
31-40 41 39.4 
41-50 21 20.2 
51-60 6 5.8 
61 + 1 1.0 
Total 104 100.0 
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Gender 
Of the 105 respondents, 101 responded to this item. 
One (or one percent) was a male while 100 or 99.0% were 
female. Four (or 3.8%) did not respond to this item. The 
typical respondent was a female. 
Race 
Of 105 respondents, 103 responded to this item. Twenty 
three persons or 22.3% were Black, 80 or 77.7% were white 
and two subjects did not respond to the item. The race of 
the typical respondent was white. 
Occupation 
Of 105 respondents, eighty eight or 83.8% were nurses 
and 17 or 16.2% were social workers. The typical respondent 
was a nurse. 
Nurses By Area of Specialization 
Of 88 nurse respondents, 71 responded to this item. 
Forty-six or 64.8% indicated obstetrics/labor and delivery 
as their specialty area, thirteen or 18.3% nursery and five 
or 7.0% indicated neonatal intensive care. Two nurses or 
2.8% indicated both postpartum and perinatal care and three 
or 4.2% indicated general care. Seventeen nurses (or 19.3%) 
did not respond to this item. However, the typical 
respondent indicated his/her specialty area as 
obstetrics/labor and delivery. These findings are presented 
in Table 5. 
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Table 5: Percent Distribution of Specialization Area for 
Nurses 
Specialty Area Number Percent 
Obstetrics/L and D 46 64.8 
Nursery 13 18.3 
Neonatal Intensive Care 5 7.0 
Postpartum 2 2.8 
Perinatal 2 2.8 
General Medical Care 3 4.2 
Total 71 100.0 
Social Workers by Area of Specialization 
Of 17 social worker respondents, eight (or 47.1%) 
indicated a specialty area. The most frequently reported 
specialty area was medical with two (or 25%) reporting this 
specialty. One specialty area was reported by each of the 
six remaining social workers as follows: psychology, 
addictions, oncology, psychiatry, financial assistance and 
hospice/dialysis. Nine (or 52.9%) of the social workers 
did not respond to this item. The typical respondent 
reported a medical specialty. These findings are reported in 
Table 6. 
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Table 6: Percent Distribution of Social Worker 
Specialization 
Specialty Area Number Percent 
Medical 2 25.0 
Psychology 1 12.5 
Addictions 1 12.5 
Oncology 1 12.5 
Psychiatry 1 12.5 
Financial Assistance 1 12.5 
Hospice/Dialysis 1 12.5 
Total 8 100.0 
Length of Time in Present Position 
Of 105 respondents, 104 (or 99.1%) responded to length 
of time in present position. Seventeen respondents or 16.4% 
indicated the length of time in their present position as 
less than a year. Forty-six respondents or 44.2% indicated 
the length of time as one to five years, twenty-three 
respondents or 22.1% six to ten years and eighteen (or 
17.3%) over ten years. One (or 0.9%) health professional 
did not respond to this item. The typical respondent 
indicated the length of time in her present position as one 
to five years. These findings are reported in Table 7. 
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Table 7 : Percent Distribution for Length of Time in Present 
Position 
Length of Time in 
Present Position 
Number Percent 
Less Than A Year 17 16.4 
1-5 Years 46 44.2 
6-10 Years 23 22.1 
Over 10 Years 18 17.3 
Total 104 100.0 
Education 
Of 105, 102 (or 97.1%) responded to this item. Twenty- 
four respondents or 23.5% completed a technical degree, 41 
or 40.2% held a 2-year college degree (AA, AS) and nine or 
8.8% held a bachelor's degree (BA, BS). Six respondents or 
5.9% held a master’s degree. The typical respondent 
indicated a two-year degree as the highest level of 
education completed. These findings are reported in Table 8. 
Present Position for Nurses 
Of 88 nurses, 77 (or 87.5%) responded to the title of 
present position. Sixty nurses or 77.9% indicated they were 
staff workers and 17 or 22.1% indicated a directorship or 
management title as their position, for example, director, 
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Table 8: Percent Distribution 
Education Completed 
for the Highest Level of 
Education Level Number Percent 
Technical Degree 24 23.5 
2-Year Degree 
(AA/AS) 41 40.2 
High School Diploma 9 8.8 
Bachelor's Degree 
(BA/BS) 22 21.6 
Master's Degree 
(MA/MS) 6 5.9 
Total 102 100.0 
head nurse, assistant director of nursing, charge nurse and 
nurse manager. Eleven nurses (or 12.5%) did not respond to 
this item. The typical nurse surveyed indicated the title 
of her present position as staff worker. These findings are 
reported in Table 9. 
54 
Table 9 : Percent Distribution of Present Position for 
Nurses 
Title Number Percent 
Staff Worker 60 77.9 
Director/Manager 17 22.1 
Total 77 100.0 
Present Position for Social Workers 
Of 17 social workers, 14 (or 82.4%) responded to title 
of present position. Seven social workers or 50% indicated 
they held staff positions and seven or 50% reported 
director or manager as the title of their present position. 
Three social workers (or 17.6%) did not respond to this 
item. For those social workers responding to this item, 
the typical social worker indicated the title of her present 
position as either staff worker or a director/manager. These 
findings are reported in Table 10. 
Table 10: Percent Distribution of Present Position for 
Social Workers 
Title Number Percent 
Staff Worker 7 50.0 
Director/Manager 7 50.0 
Total 14 100.0 
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Summary: Section One: Demographic Information 
The typical respondent was a 31-40 year old white 
female nurse. She had been employed one to five years in 
her present position and had received a two year college 
degree (AA/AS). She reported a specialty in 
obstetrics/labor and delivery and indicated the title of her 
present position as a staff worker. 
Section Two: Needs Assessment 
This section was designed to assess the opinions of 
health professionals regarding the need for prenatal 
chemical dependency treatment centers in Georgia. As shown 
in Table 11, of 105 respondents seven or 6.6% strongly 
disagreed that prenatal chemical dependency treatment 
centers be developed in Georgia, two or 1.9% disagreed. 
Fifty one respondents or 48.6% agreed and 45 or 42.9% 
strongly agreed. The typical respondent agreed that 
prenatal chemical dependency treatment centers should be 
developed in Georgia. 
Table 11: Percent Distribution On The Need for Prenatal 
Chemical Dependency Treatment Centers in Georgia 
Response Number Percent 
Strongly Disagree 7 6.6 
Disagree 2 1.9 
Agree 51 48.6 
Strongly Agree 45 42.9 
Total 105 100.0 
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Development in Every City As Needed 
Of 105 respondents, eight or 7.6% strongly agreed that 
there should be a prenatal chemical dependency treatment 
center (PCDTC) in every city as needed and sixteen or 15.2% 
disagreed. Fifty two respondents or 49.5% agreed and twenty- 
nine or 27.6% strongly agreed. When the agreed and strongly 
agreed responses were combined 81 or 77.1% or the typical 
respondent agreed that prenatal chemical dependency 
treatment centers should be developed in every city as 
needed. These finding are reported in Table 12. 
Table 12: Percent Distribution On the Development of 
Prenatal Chemical Dependency Treatment Centers 
In Every City As Needed 
Response Number Percent 
Strongly Disagree 8 7.6 
Disagree 16 15.2 
Agree 52 49.5 
Strongly Agree 29 27.6 
Total 105 100.0 
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Current Existence of Prenatal Chemical Dependency Treatment 
Center in Health Professional's Hospital 
Of 105 respondents, 13 or 12.4% reported a prenatal 
chemical dependency treatment center currently existed in 
their hospital. Ninety two or 87.6% of the respondents 
indicated that no such center exists in the hospital in 
which they were employed. The typical respondent reported 
that a prenatal chemical dependency treatment center did not 
currently exist in her hospital. These findings are reported 
in Table 13. 
Table 13: Percent Distribution On The Current Existence of 
A Prenatal Chemical Dependency Treatment Center 
in Health Professionals’ Hospitals 
Response Number Percent 
Yes 13 12.4 
No 92 87.6 
Total 105 100.0 
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Area Existence of A Prenatal Chemical Dependency Treatment 
Center 
Of 105 respondents, 22 or 21% indicated that a 
prenatal chemical dependency treatment center did exist in 
their area while 83 or 79% indicated that a prenatal 
chemical dependency treatment center did not. The typical 
respondent indicated that a prenatal chemical dependency 
treatment center did not exist in her area. These 
findings are reported in Table 14. 
Table 14: Percent Distribution On Area Existence of 
Prenatal Chemical Dependency Treatment Centers 
Response Number Percent 
Yes 22 21.0 
No 83 79.0 
Total 105 100.0 
Section Two: Needs Assessment: Summary 
Ninety six percent (96%) of the respondents reported 
that prenatal chemical dependency treatment centers should 
be developed in Georgia. Eighty one percent (81%) of the 
respondents reported prenatal chemical dependency treatment 
centers should be developed in every city as needed for the 
treatment of chemically dependent pregnant women. 
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Section Three: Funding 
Primary Funding 
Primary funding refers to the societal entity (for 
example, charity or government level) that should take the 
leadership role in providing monies to develop and operate 
of prenatal chemical dependency treatment centers. As shown 
in Table 15, of 105 respondents, 56 or 53.3% indicated the 
federal government should bear the primary responsibility 
for funding prenatal chemical dependency treatment centers. 
Seventeen respondents or 16.2% indicated the state 
government should bear the primary responsibility and four 
or 4.8% indicated the local government should bear the 
primary responsibility. Four respondents or 3.8% indicated 
private citizens and twelve or 11.4% indicated charitable 
organizations should have the primary funding 
responsibility. Eleven respondents or 10.5% reported other 
responses. The typical respondent reported the federal 
government should bear the primary funding responsibility. 
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Table 15: Percent Distribution 
Responsibility 
On Primary Funding 
Primary Funding Number Percent 
Federal Government 56 53.3 
State Government 17 16.2 
Local Government 5 4.8 
Private Citizens 4 3.8 
Charitable Organizations 12 11.4 
Other 11 10.5 
Total 105 100.0 
Combined responses of funding sources are presented in 
Table 16. Various levels of government were reported as the 
primary funding source. 





Federal and State Gov't 3 27.3 
Federal, State and Local 
Government 3 27.3 
State Government and 
Charitable Organizations 2 18.2 
Private Citizens and 
Charitable Organizations 2 18.2 
Combination of Groups 1 9.1 
Total 11 100.0 
Secondary Funding 
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Secondary funding refers to the entity which should 
provide the second greatest amount of funds for the 
operation of prenatal chemical dependency treatment centers. 
Table 17 indicates that of 105 respondents, 94 (or 89.5%) 
responded to secondary funding responsibility. Seventeen 
respondents or 18.1% indicated that the federal government 
should be the secondary funding source for prenatal chemical 
dependency treatment centers. Forty-nine respondents or 
52.1% indicated that the state government should be the 
secondary funding source. 
Twelve respondents or 12.8% indicated that the local 
government should be the secondary funding source, three or 
3.2% indicated that private citizens should bear the 
secondary funding responsibility and thirteen or 13.8% 
indicated that charitable organizations should serve as the 
secondary funding source. Eleven (or 10.5%) respondents did 
not respond to secondary funding. The state government was 
selected by the typical respondent as the secondary funding 
source for prenatal chemical dependency treatment centers. 
62 





Federal Government 17 18.1 
State Government 49 52.1 
Local Government 12 12.8 
Private Citizens 3 3.2 
Charitable 
Organizations 13 13.8 
Total 94 100.0 
Combined responses on funding sources are presented in 
Table 18. Various levels of government were reported most 
often as the secondary funding source. 
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Table 18: Percent Distribution Of Other Responses for 
Secondary Funding 
Other Secondary Number 
Funding Sources 
Federal and State 
Government 1 
State and Local Government 1 
State and Local Government 
and Private Citizens 1 
Local Government and 
Private Citizens 1 
Local Government and 
Charitable Organizations 1 








Total 11 100.0 
Section Three: Funding: Summary 
Fifty six or 53.3% of the respondents favored the 
federal government as the primary funding source. Seventeen 
or 16.2% favored the state government as the primary funding 
source. Twelve or 11.4% of the respondents selected 
charitable organizations. Five respondents or 4.8% selected 
the local government and four or 3.8% selected private 
citizens as primary funding source. 
For secondary funding, 49 or 52.1% of the respondents 
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chose the state government as the secondary funding source. 
Other respondent choices included a combined governmental 
levels, charitable organizations and private citizens. 
The data suggest that the federal government was 
favored as the primary funding source and the state 
government as the secondary funding choice. Only four 
respondents or 3.8% reported that private citizens should 
be a primary funding source. The local government was 
reported as a lower consideration for primary funding than 
as a secondary funding source. 
Section Four: Personnel 
Professional Treatment Team Members 
This section was specifically designed to identify 
suitable professionals to treat chemically dependent 
pregnant women. Of 105 respondents, 67 or 63.8% reported 
they favored the inclusion of physicians, nurses, social 
workers and health administrators as a part of the prenatal 
chemical dependency treatment center team. Thirty one 
respondents or 29.5% favored the inclusion of physicians, 
nurses and social workers. Seven respondents or 6.7% 
indicated a combination of one or two of the health 
professionals listed on the survey. The typical respondent 
selected physicians, nurses, social workers and health 
administrators as the health care team to treat chemically 
dependent pregnant women. These findings are reported in 
Table 19. 
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Table 19: Percent Distribution Of Designated Professional 









Social Workers 31 29.5 
Other 7 6.7 
Total 
Other Treatment Team Members 
105 100.0 
A section was provided on the survey to allow 
respondents to identify other treatment team members which 
were not listed on the survey. It was presumed that other 
treatment team members might have skills to benefit 
chemically dependent pregnant women. 
Seventy one other responses were reported, in addition to 
the physician, nurse, social worker and health administrator 
team. The largest percentage from respondents was 20 or 
28.2% for mental health workers. These findings are 
reported in Table 20. 
Selections indicated that respondents favored members 
of the mental health care team, for example psychiatrists, 
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psychologists and mental health counselors. Secondly, 14 or 
19.7% of the respondents selected ministers. Other 
responses included peer counselors/support groups (eight or 
11.3%) and the family (six or 8.5%). Others such 
professionals such as midwives, laboratory technicians, 
teachers and dietitians were reported. The largest single 
group of health professionals reported was mental health 
workers. These findings are reported in Table 20. 
Table 20: Percent Distribution of Designated Professional 
Treatment Team Members 
Treatment Team Members Number Percent 
Mental Health Professionals 20 28.2 
Ministers 14 19.7 
Peer Counselors/Support Groups 8 11.3 
Family 6 8.5 
Other 23 32.4 
Total 71 100.0 
Section Four: Personnel: Summary 
Most of the respondents chose all of the health 
professionals in a pre-formulated list to treat chemically 
dependent pregnant women. The treatment team included 
physicians, nurses, social workers and health 
administrators. Thirty one respondents or 29.5% of the 
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respondents selected physicians, nurses and social workers. 
Seven respondents or 6.7% selected one or two of the health 
professionals listed. Seventy one health professionals 
reported additional responses such as mental health workers, 
ministers, peer counselors/ support groups and family 
members. Teachers, midwives, laboratory technicians and 
dietitians were also reported. 
Section Five - Services 
Respondents selected services from a pre-formulated 
list to be included in prenatal chemical dependency 
treatment centers. The six services were counseling, 
referral, screening, detoxification, medical treatment and 
methadone maintenance. Other responses, which will be 
described separately in the next section, were also 
solicited. 
Of 105 respondents, 41 or 39.1% favored all of the 
services listed except methadone maintenance. Thirty- five 
or 33.3% of the respondents favored the implementation of 
all of the services in a prenatal chemical dependency 
treatment center. Six or 5.7% of the respondents selected 
counseling, referral, screening and detoxification. Four 
respondents or 3.8% selected counseling, screening, 
detoxification and medical treatment. These findings are 
presented in Table 21. 
Several groupings selected by one, two or three 
respondents (19 or 21%) were also indicated. In most of the 
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groups (103 or 98%), counseling was indicated. 
Detoxification was indicated in 98 or 93% of the groupings. 
Screening was indicated in 93 (or 89%) of the groupings. 
Referral was indicated in 91 or 86% of the groupings. 
Table 21: Percent Distribution Of Types of Services 
Indicated 
Types of Services Number Percent 
Counseling, Referral, Medical, 
Treatment, Screening, 
Detoxification 41 39.1 
Counseling, Referral, 
Screening, Detoxification, 
Medical Treatment and 
Methadone Maintenance 35 33.3 
Counseling, Referral, 
Screening, Detoxification 6 5.7 
Counseling, Screening, 
Detoxification, Medical 
Treatment 4 3.8 
Other 19 18.1 
Total 105 100.0 
Medical treatment was indicated in 88 or 84% of the 
groupings. Methadone maintenance was least favored was 
reported in 38 or 36% of the groupings. The typical 
respondent favored all of the pre-listed services to treat 
chemically dependent pregnant women except methadone 
maintenance. These findings are reported in Table 22. 
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Table 22: Percent Distribution of Individual Services for 
the Treatment of Chemically Dependent Pregnant 
Women 
Individual Services Number Percent 
Counseling 103 98 
Referral 91 86 
Screening 93 89 
Detoxification 98 93 
Medical Treatment 88 84 
Methadone Maintenance 38 36 
Services - Inpatient and /or Outpatient for Chemically 
Dependent Pregnant Women 
Inpatient services refer to services for which a 
chemically dependent pregnant woman can be admitted into a 
prenatal chemical dependency treatment center for an 
extended period of time (e.g. one week or several weeks). 
Outpatient services are services which may be provided for a 
chemically dependent pregnant woman during the same day at a 
prenatal chemical dependency treatment center. 
Of 105 respondents, 90 or 85.7% favored the provision 
of prenatal chemical dependency treatment services on an 
inpatient and outpatient basis. Fourteen or 13.3% of the 
respondents preferred treatment on an inpatient basis. One 
respondent or 1.0% preferred outpatient treatment services 
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chemically dependent pregnant women. The typical respondent 
reported both inpatient and outpatient services should be 
used to provide services to chemically dependent pregnant 
women. These findings are reported in Table 23. 
Table 23: Percent Distribution of Inpatient and/or 
Outpatient Services In the Treatment of 
Chemically Dependent Pregnant Women 
Individual Services Number Percent 
Inpatient Only 14 13.3 
Outpatient Only 1 1.0 




A freestanding center refers to a prenatal chemical 
dependency treatment center that will be a separate 
structure from a hospital or other health facility. An 
aligned center refers to a prenatal chemical dependency 
treatment center that will be connected to the structure of 
an existing hospital or health care facility. 
Of 105 respondents, 44 or 41.9% reported that the 
structure of prenatal chemical dependency treatment centers 
should be freestanding. Fifty three respondents or 50.5% 
reported the structure should be aligned with an existing 
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hospital. These findings are reported in Table 24. 
Table 24: Percent Distribution On The Developmental 
Structure of Prenatal Chemical Dependency- 
Treatment Centers 
Developmental Structure Number Percent 
Freestanding 44 41.9 
Aligned with 
Existing Hospital 53 50.5 
Other 8 7.6 
Total 105 100.0 
Of the eight respondents or 7.6% who did not choose 
freestanding or alignment with an existing hospital, seven 
or 6.7% reported that either a freestanding or a prenatal 
chemical dependency center aligned with an existing health 
care facility would be a suitable structure. One health 
professional did not respond to this item. The typical 
respondent reported the developmental structure of prenatal 
chemical dependency treatment center should be aligned with 
an existing hospital. These findings are reported in Table 
25 . 
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Table 25: Percent Distribution of Other Responses on the 
Developmental Structure of Prenatal Chemical 
Dependency Treatment Centers 
Response Number Percent 
Either Freestanding or 
Aligned with Existing 
Hospital 7 87.5 
Other 1 12.5 
Total 8 100.0 
Section Five: Services: Summary 
Forty one or 39.1% of the respondents favored a 
combination of counseling, referral, screening, 
detoxification and medical services to treat chemically 
dependent pregnant women. Thirty five or 33.3% of the 
respondents favored all of the services which included 
counseling, referral, screening, detoxification, medical 
treatment and methadone maintenance. 
Thus, it appears most the services, especially 
counseling received favorable ratings. Methadone 
maintenance was a controversial treatment. The majority of 
the respondents preferred the provision of services for 
chemically dependent pregnant women on both an inpatient and 
outpatient basis. 
For structure, 53 or 50.5% of the respondents reported 
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a prenatal chemical dependency treatment center should be 
aligned with an existing hospital. A freestanding prenatal 
chemical dependency treatment center was reported by 44 or 
41.9% of the respondents. Respondents were more distinctly 
opinionated on inpatient vs. outpatient services than on the 
structure of the prenatal chemical dependency treatment 
center. Ninety respondents or 85.7% reported that services 
to chemically dependent pregnant women should be provided on 
an inpatient and outpatient basis. 
Section Six - Eligibility 
Age for Treatment 
This section was designed to assess whether a 
chemically dependent pregnant female should be treated in a 
prenatal chemical dependency treatment center regardless of 
her age. Respondents were able to select one of the four 
following responses: strongly disagree, disagree, agree and 
strongly agree. 
Of 105 respondents, seven or 6.7% strongly disagreed 
that chemically dependent pregnant women should be treated 
in a prenatal chemical dependency treatment center 
regardless of age. One respondent or 0.9% disagreed and 
forty or 38.1% agreed. Fifty seven respondents or 54.3% 
agreed that treatment should be provided regardless of a 
pregnant woman's age. The typical respondent agreed that all 
services should be available to a chemically dependent 
pregnant woman regardless of her age. These findings are 
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reported in Table 26. 
Table 26: Percent Distribution On The Provision of 
Treatment Despite Age 
Response Number Percent 
Strongly Disagree 7 6.7 
Disagree 1 .9 
Agree 40 38.1 
Strongly Agree 57 54.3 
Total 105 100.0 
Parental Consent 
Of 105 health professionals, 104 (or 99.1%) responded 
to the need for parental consent for treatment when the 
chemically dependent pregnant woman had not reached the age 
of 18. Thirty four respondents or 32.7% strongly disagreed 
that parental consent must be obtained if the chemically 
dependent pregnant woman had not reached the age of 18 and 
forty-seven or 45.2% disagreed. Fifteen respondents or 
14.4% agreed and eight or 7.7% strongly agreed. One health 
professional or 0.9% did not respond to this item. The 
typical respondent disagreed that parental consent should be 
necessary for a chemically dependent pregnant woman to 
receive treatment if she had not reached age 18. These 
findings are reported in Table 27. 
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Table 27: Percent Distribution On Need for Parental Consent 
To Treatment 
Response Number Percent 
Strongly Disagree 34 32.7 
Disagree 47 45.2 
Agree 15 14.4 
Strongly Agree 8 7.7 
Total 104 100.0 
Ability to Pay 
Of 105 respondents, 101 (or 96.2%) responded to 
ability to pay as a major consideration in the treatment of 
chemically dependent pregnant women. Forty one respondents 
or 40.6% strongly disagreed that ability to pay should be a 
major consideration in the treatment of chemically dependent 
pregnant women, forty nine or 48.5% disagreed. Nine 
respondents or 8.9% agreed and two or 2% strongly agreed. 
The typical respondent disagreed that ability to pay should 
be a major consideration in the provision of treatment to 
chemically dependent pregnant women. These findings are 
reported in Table 28. 
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Table 28: Percent Distribution On Ability to Pay As A Major 
Consideration In the Treatment of Chemically 
Dependent Pregnant Women 
Response Number Percent 
Strongly Disagree 41 40.6 
Disagree 49 48.5 
Agree 9 8.9 
Strongly Agree 2 2.0 
Total 101 100.0 
Newborn-Mother Entrance Into A Prenatal Chemical Dependency 
Treatment Center 
Of 105 respondents, nine or 8.8% strongly disagreed that 
a newborn who is drug dependent should be automatically 
entered into a drug treatment program along with his/her 
mother and ten or 9.8% disagreed. Fifty three respondents or 
52% agreed and 30 or 29.4% strongly agreed. 
The typical respondent agreed that a chemically 
dependent newborn should enter a prenatal chemical 
dependency treatment center with his/her mother. These 
finding are reported in Table 29. 
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Table 29: Percent Distribution On A Chemically Dependent 
Newborn's Entrance In A Treatment Center With 
Mother 
Response Number Percent 
Strongly Disagree 9 8.8 
Disagree 10 9.8 
Agree 53 52.0 
Strongly Agree 30 29.4 
Total 102 100.0 
Selection Procedures When Services/Space Limited 
Of 105 respondents, 100 (or 95.2%) responded to 
appropriate selection procedures for determining individuals 
to be treated in a prenatal chemical dependency treatment 
center when services / space were limited. Five 
respondents or 5% reported that individuals to be served 
when services / spaces were limited should be based on 
ability to pay. Ninety two or 92% of the respondents 
selected severity of the patient's condition as the most 
appropriate criteria to determine which chemically dependent 
pregnant women should be treated. Three respondents or 3% 
reported 'other' responses and five (or 4.8%) did not 
respond to this item. The typical respondent reported that 
treatment for a chemically dependent pregnant woman in a 
prenatal chemical dependency treatment center should be 
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based on the severity of her condition when space / services 
were limited. These findings are reported in Table 30. 
Table 30: Percent Distribution On Client Selection 




Ability to Pay 5 5.0 
Severity of Condition 92 92.0 
Other Responses 3 3.0 
Total 100 100.0 
Section Six: Eligibility: Summary 
Ninety seven of 92.4% of the respondents reported that 
a pregnant woman should be treated in a prenatal chemical 
dependency treatment center regardless of age. Eighty one 
respondents or 77.9% reported that parental consent was not 
necessary for chemically dependent pregnant women under 18 
years of age to receive treatment. Finally, 90 respondents 
or 89.1% reported that ability to pay should not be a major 
consideration in the treatment of these patients. 
Treatment for chemically dependent newborns seemed to 
be valued just as highly as that of the mother. This was 
substantiated by 83 or 81.4% of the respondents who favored 
chemically dependent newborn's entrance into a treatment 
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program with his/her mother. 
Ninety two or 92% of the respondents chose severity of 
the patient's condition vs. ability to pay as the 
predominate selection criteria when space / services were 
limited in a prenatal chemical dependency treatment center. 
Other valuable selection criteria reported by respondents 
were potential to benefit, degree of noncompliance to 
treatment objectives and first come/first served. 
Section Seven: Routine Testing 
Drug Screening 
Health professionals were surveyed to assess whether 
all pregnant women should be screened for drug use to 
protect the unborn infant. Of 105 respondents, 104 (or 
99.1%) responded to drug screening of all pregnant women. 
Six respondents or 5.8% strongly disagreed that all pregnant 
women should be screened for drug use to protect the unborn 
infant and seventeen or 16.4% disagreed. Thirty eight 
respondents or 36.5% agreed, 43 or 41.3% strongly agreed. 
One respondent (or 0.9%) did not respond to drug screening. 
The typical respondent favored drug screening of all 
pregnant women to protect unborn children. These findings 
are reported in Table 31. 
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Table 31: Percent Distribution for Drug Screening Of All 
Pregnant Women to Protect Newborns 
Response Number Percent 
Strongly Disagree 6 5.8 
Disagree 17 16.4 
Agree 38 36.5 
Strongly Agree 43 41.3 
Total 104 100.0 
Law Enforcement Agency 
Of 105 respondents, ten or 9.5% strongly disagreed 
that a chemically dependent pregnant woman who did not wish 
to participate in a drug treatment program should be 
reported to the local law enforcement agency. Fourteen 
respondents or 13.3% disagreed. Thirty eight respondents or 
36.2% agreed and 43 or 41% strongly agreed. The typical 
respondent strongly agreed that legal intervention was 
appropriate when a chemically dependent pregnant woman 
chose not to participate in a prenatal chemical dependency 
treatment program. These findings are reported in Table 32. 
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Table 32: Percent Distribution On The Intervention Of Law 
Enforcement When A Chemically Dependent Pregnant 
Woman Refuses To Participate In A Drug Treatment 
Program 
Response Number Percent 
Strongly Disagree 10 9.5 
Disagree 14 13.3 
Agree 38 36.2 
Strongly Agree 43 41.0 
Total 105 100.0 
Incrimination for Child Abuse 
Of 105 respondents, four or 3.8% strongly disagreed 
that a chemically dependent pregnant woman who did not wish 
to participate in a drug treatment program should be legally 
incriminated for child abuse and twelve or 11.4% disagreed. 
Forty eight respondents or 45.7% agreed. Forty one 
respondents or 39.1% strongly agreed. The typical 
respondent agreed that a chemically dependent pregnant 
woman who did not wish to participate in a drug treatment 
program should be legally incriminated for child abuse. 
These findings are reported in Table 33. 
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Table 33: Percent Distribution Of Incrimination for Child 
Abuse For A Chemically Dependent Pregnant Woman's 
Refusal To Participate In A Drug Treatment 
Program 
Response Number Percent 
Strongly Disagree 4 3.8 
Disagree 12 11.4 
Agree 48 45.7 
Strongly Agree 41 39.1 
Total 105 100.0 
Procedures for Handlinq Positive Drug Screening Results 
Among Pregnant Women 
Of 105 respondents, 17 or 16.2% indicated mandatory 
participation in a drug treatment program should be reguired 
for pregnant women with positive screening results for 
chemical dependency. Fifteen respondents or 14.3% indicated 
that voluntary and involuntary counseling should be 
conducted. Counseling, mandatory participation in a drug 
treatment program and mandatory action against the 
chemically dependent pregnant woman for noncompliance were 
selected by 15 or 14.3% of the respondents. These findings 
are reported in Table 34. 
Fourteen or 13.3% of the respondents reported 
mandatory participation in a drug treatment program and 
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mandatory action against the chemically dependent pregnant 
woman (for noncompliance in a chemical dependency treatment 
program). Twelve respondents or 11.4% selected involuntary 
counseling and mandatory participation in a drug treatment 
program. Eight respondents or 7.6% selected voluntary 
counseling, involuntary counseling and mandatory 
participation in a drug treatment program. 
Five or 4.8% of the respondents indicated voluntary 
counseling, mandatory participation in a drug treatment 
program and mandatory action against the chemically 
dependent pregnant woman for not participating in a chemical 
dependency treatment program. Five or 4.8% of the 
respondents selected involuntary counseling, mandatory 
participation in a drug treatment program and mandatory 
action against the chemically dependent pregnant woman. 
Twenty two or 21% of the respondents reported groupings 
of procedures to handle pregnant women who have positive 
screening results for chemical dependency. Six or 5.7% of 
the respondents reported contradictory groupings which were 
not computed. Contradictory groupings were those categories 
which could not be logically grouped together, for example, 
mandatory action against the mother-to-be and no mandatory 
action against the mother-to-be. These findings are 
reported in Table 34. 
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Table 34: Percent Distribution of Procedural Groupings For 
Positive Screening Results Among Pregnant Women 
Procedural Grouping Number Percent 




Mandatory Action 15 14.3 
Mandatory Participation 
Mandatory Action 14 13.3 
Involuntary Counseling 
Mandatory Participation 12 11.4 
Voluntary Counseling 
Involuntary Counseling, 
Mandatory Participation 8 7.6 
Voluntary Counseling, 
Mandatory Participation, 
Mandatory Action 5 4.8 
Involuntary Counseling, 
Mandatory Participation, 
Mandatory Action 5 4.8 
Groupings with > 3 
Respondents (15) 22 21.0 
Contradictory Responses 6 5.7 
Other 1 .95 
Total 105 100.0 
Other responses included the entrance of a chemically 
dependent pregnant woman into a treatment program. The 
typical respondent selected mandatory participation in a 
drug treatment program as the procedural grouping for a 
pregnant woman with positive screening results for chemical 
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dependency. These findings are presented in Table 34. 
When ranked separately, both voluntary counseling and 
mandatory program participation ranked highest. These 
responses were followed by involuntary counseling, mandatory 
action against mother-to-be, non-mandatory participation, no 
mandatory action against the mother-to-be and other. These 
findings are presented in Table 35. 
Table 35: Rank of Individual Procedural Responses For Drug 






Voluntary Counseling 1 84.0 
Mandatory Program Participation 1 84.0 
Involuntary Counseling 2 54.0 
Mandatory Action Against Mother-to-be 3 47.0 
Non-Mandatory Program Participation 4 15.0 
No Mandatory Action - Mother-to-be 5 6.0 
Other 6 1.0 
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Section VII: Routine Testing: Summary 
Eighty one or 78.8% of the respondents, agreed or 
strongly agreed that all pregnant women should be screened 
for drug use to protect the unborn child. For law 
enforcement, 81 or 77.2% of the health professionals 
agreed/strongly agreed that when a chemically dependent 
pregnant woman refused to participate in a drug treatment, 
she should be reported to the local law enforcement agency. 
Specifically, 89 or 84.4% of the respondents reported 
that chemically dependent pregnant woman who refused to 
participate in a drug treatment program should be 
incriminated for child abuse. In the event of positive 
screening results, 17 or 16.2% of the respondents suggested 
mandatory participation in a drug treatment program. 
Combinations of voluntary counseling, involuntary 
counseling, mandatory participation and mandatory action 
against a chemically dependent woman for refusing treatment 
were reported by 15 or 14.3% of the respondents. Responses 
were reviewed and ranked individually. Voluntary counseling 
and mandatory participation in a drug treatment program 
received the highest ranking followed by mandatory action 
against the chemically dependent pregnant women with 
positive screening results for drug use. 
It appears that the health professionals favored 
screening of the chemically dependent pregnant woman to 
protect the unborn child. Mandatory participation in a drug 
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treatment program was reported most frequently (17 or 16.2%) 
by the respondents. Courses of action such as voluntary 
counseling, mandatory participation in a drug treatment 
program and incrimination for child abuse against a 
chemically dependent pregnant woman who refused to 
participate in a drug treatment program 
were reported by 15 or 14.3% of the respondents. 
Section Eight: Referral/Follow Up 
Acceptance into Program 
Of 105, 60 or 57% of the respondents selected the 
entire listing of referral sources (the chemically dependent 
pregnant woman, a physician, a law enforcement agency, a 
family member and a social service representative) as 
appropriate to refer a chemically dependent pregnant woman 
into a prenatal chemical dependency treatment program for 
stabilization. Seven or 6.7% of the respondents reported 
the chemically dependent pregnant woman and a physician as 
appropriate referral sources. Five or 4.8% of the 
respondents selected the chemically dependent pregnant 
woman, a physician and a law enforcement agency as adequate 
referral sources. Five or 4.8% of the respondents selected 
the woman, a physician, a family member and a social 
service representative as appropriate referral sources. 
Twenty one or 20% of the respondents selected 'other' low 
frequency responses as referral sources. These findings are 
presented in Table 36. 
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Table 36: Percent Distribution Of Referral Sources 
Necessary To Admit A Chemically Dependent 
Pregnant Woman Into A Drug Treatment Program 
Response Number Percent 
Pregnant Woman, Physician, 
Law Agency, Family or a 
Social Service Rep. 60 57.0 
Pregnant Woman, Physician 7 6.7 
Physician Only 7 6.7 
Pregnant Woman, Physician, 
Law Agency Only 5 
00 
Pregnant Woman, Physician, 




Other Groupings 21 20.0 
Total 105 100.0 
Referral sources for admitting chemically dependent 
pregnant women into a chemical dependency treatment program 
were ranked individually. They were as follows: 
1. a physician (101 or 96%) 
2. the chemically dependent pregnant woman (93 or 88.5%) 
3. a law enforcement agency (73 or 69.5%) 
4. a social service representative (72 or 68.6%) and 
5. a family member (70 or 68%). 
The typical respondent selected the entire grouping of 
individuals as appropriate to refer a chemically dependent 
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pregnant woman to a drug treatment program. 
When ranked individually, the physician was reported as 
the leading referral source. The physician was followed by, 
the chemically dependent pregnant woman, a law enforcement 
agency, a social service representative and a family member 
(respectively). These findings are reported in Table 37. 
Table 37: Percent Distribution and Rank of Individual 
Referral Sources 
Pregnant Women 






A Physician 1 101 96.0 
The Chemically Dependent 
Pregnant Woman 2 93 88.5 
A Law Enforcement Agency 3 73 69.5 
A Social Service 
Representative 4 72 68.6 
A Family Member 5 70 68.0 
Consent 
Of 105 respondents, 16 or 15.2% strongly disagreed that 
consent must be obtained from a chemically dependent 
pregnant woman before she could be admitted into a prenatal 
chemical dependency treatment program and forty eight or 
45.7% disagreed. Thirty four respondents or 32.4% agreed and 
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seven or 6.7% strongly agreed. The typical respondent dis¬ 
agreed that consent from a chemically dependent pregnant 
woman should be obtained before acceptance in a treatment 
center. These findings are reported in Table 38. 
Table 38: Percent Distribution On Need For Consent From 
Chemically Dependent Pregnant Women Before 
Admittance Into A Prenatal Chemical Dependency 
Treatment Center 
Response Number Percent 
Strongly Disagree 16 15.2 
Disagree 48 45.7 
Agree 34 32.4 
Strongly Agree 7 6.7 
Total 105 100.0 
Length of Follow Up 
Of 105 respondents, 43 or 42.6% reported a chemically 
dependent pregnant woman should be maintained in a treatment 
program until after the baby was born. Fifty three or 52.5% 
of the respondents reported a chemically dependent pregnant 
woman should be treated until her condition improved. Five 
respondents or 4.9% reported 'other' responses. The typical 
respondent favored the chemically dependent pregnant woman's 
participation in a prenatal chemical dependency treatment 
center until her condition was stable or until she was no 
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longer dependent on chemical substances. These findings are 
reported in Table 39. 
Table 39: Percent Distribution for Duration of A Chemically 
Dependent Pregnant Woman's Stay In A Prenatal 
Chemical Dependency Treatment Center 
Duration of Stay In 
Treatment Center 
Number Percent 
Until After Baby Born 43 42.6 
Until Mother's 
Condition Stable 53 52.5 
Other 5 4.9 
Total 101 100.0 
Summary: Section Eight: Referral and Follow Up 
Sixty or 57.0% of the respondents favored the entire 
listing of referral sources (the chemically dependent 
pregnant woman, a physician, a law enforcement agency, a 
family member and a social service representative) leading 
to the admittance of a chemically dependent pregnant woman 
into a drug treatment program. The physician received the 
highest ranking as a referral source by 101 or 95% of the 
respondents. The physician was followed by the chemically 
dependent pregnant woman. The seguence of other referral 
sources included a law enforcement agency, a social service 
representative and a family member. 
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The health needs of the child and/or mother seem 
premier, as respondents selected a law enforcement agency, a 
social service representative and a family member as 
appropriate referral sources. Likewise, 64 or 60.9% of the 
respondents disagreed that such consent was necessary for a 
chemically dependent pregnant woman to enter a drug 
treatment program. 
Forty one or 39.1% of the respondents agreed/strongly 
agreed that the consent of the pregnant woman must be 
obtained prior to admittance into a prenatal chemical 
dependency treatment center. The typical respondent 
reported the duration of a chemically dependent pregnant 
woman's stay in a prenatal chemical dependency treatment 
program should be until the woman's condition was stable. 
Section Nine - Personal Support/Advocacy 
Of 105 respondents, 52 or 49.5% reported that all of 
the health professionals listed (i.e. hospital 
administrator, the legislature and health professionals) 
should support prenatal chemical dependency treatment 
centers. Nine or 8.6% of the respondents also reported 
existing services in their hospitals and that prenatal 
chemical dependency treatment centers deserved to be 
supported by hospital administration and health 
professionals. Nine or 8.6% of the respondents reported no 
existing prenatal chemical dependency services in their 
hospitals, but reported that prenatal chemical dependency 
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treatment centers deserved to be supported by hospital 
administration and health professionals. These findings are 
presented in Table 40. 
Seven or 6.7% of the respondents indicated that 
prenatal chemical dependency treatment centers deserved to 
be supported by health professionals only, while six or 5.7% 
reported support by the legislature and six or 5.7% reported 
hospital administration only. Four or 3.8% of the 
respondents reported that chemical dependency treatment 
centers deserved to be supported by the legislature and 
health professionals. Other supporters with three or less 
responses totaled 12 or 11.4%. Other responses, five or 
4.8%, not selected from the pre-formulated list of 
supporters were charity organizations and private groups. 
Respondents also stated that the community, volunteers 
and ministers should support prenatal chemical dependency 
treatment centers. The typical respondent favored the 
entire list of prenatal chemical dependency treatment center 
supporters. These findings are reported in 
Table 40. 
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Table 40: Percent Distribution of Designated Supporters Of 
Prenatal Chemical Dependency Treatment Centers 
Supporters Number Percent 
Hospital Administration, 
Legislature, Health 
Professionals 52 49.5 
Hospital Administration 
Health Professionals, 
Services Existing 9 8.6 
Hospital Administration, 
Health Professionals 9 8.6 
Health Professionals 7 6.7 
Hospital Administration 6 5.7 
Legislature 6 5.7 
Legislature, Health 
Professionals 4 3.8 
Other 12 11.4 
Total 105 100.0 
Reasons Cited For Non-Support of Prenatal Chemical 
Dependency Treatment Centers 
Of 105 respondents, four or 3.8% indicated that 
prenatal chemical dependency treatment centers should not be 
supported because they were not feasible. Sixteen or 15.2% 
of the respondents reported that prenatal chemical 
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dependency treatment centers should not be supported in 
their hospital because there was a lack of trained 
personnel. Six respondents or 5.7% indicated that the 
workload was already too heavy for current employees. Four 
or 3.8% of the respondents reported there was not a 
demonstrated need in the area's population for prenatal 
chemical dependency treatment centers. These findings are 
reported in Table 41. 
Five or 4.8% of the respondents reported a lack of 
trained personnel and a workload that was already too heavy 
as reason not to support prenatal chemical dependency 
treatment centers. Two or 1.9% of the respondents reported 
'not feasible’ and 'not a demonstrated need’ in the 
population. Other responses (four or 3.8%) reported by 
respondents voluntarily, indicated that prenatal chemical 
dependency treatment centers do not need to be supported as 
follows: services already existing, benefit of services 
questionable, need for financial reimbursement and education 
to maximize costs. Forty one respondents or 39% cited 
reasons for non-support of a prenatal chemical dependency 
treatment center in their hospitals. 'Other' reasons for 
support of prenatal chemical dependency treatment centers 
were reported by 64 or 61.0% of the respondents. These 
findings are reported in Table 41. 
Eleven or 10.5% of the respondents reported prenatal 
chemical dependency treatment centers need to be supported. 
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Fifty one or 48.6% of the respondents did not respond to 
this item and two or 1.9% indicated 'other'. The typical 
respondent reported that prenatal chemical dependency 
treatment centers should be supported in their hospital. 
Table 41: Percent Distribution Of Reasons Cited for Non- 
Support of Prenatal Chemical Dependency Treatment 
Centers in Respondents' Hospitals 
Response Number Percent 
Not Feasible 4 3.8 
Lack of Trained Personnel 16 15.2 
Workload Already Too Heavy 6 5.7 
Not A Need In Area Population 
Lack of Trained Personnel, 
4 3.8 
Workload Already Too Heavy 5 4.8 
Not Feasible, Not A 
Need In Area Population 2 1.9 
Other Reason/ Non-support 4 3.8 
Other Reason For Support 64 61.0 
Total 105 100.0 
Willingness to Work In a Prenatal Chemical Dependency 
Treatment Center 
Of 105 respondents, 17 or 16.8% indicated they 
strongly disagreed with the statement: 'I would be willing 
to work within a prenatal chemical dependency treatment 
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center’, 22 or 21.8% disagreed, 45 or 44.6% agreed and 17 
or 16.8% strongly agreed. The typical respondent agreed 
she would be willing to work in a prenatal chemical 
dependency treatment center. These findings are presented 
in Table 42. 
Table 42: Percent Distribution of Respondents' Willingness 
to Work Within A Prenatal Chemical Dependency 
Treatment Center 
Response Number Percent 
Strongly Disagree 17 16.8 
Disagree 22 21.8 
Agree 45 44.6 
Strongly Agree 17 16.8 
Total 101 100.0 
Section Nine: Personal Support/Advocacy : Summary 
Fifty two or 49.5% of the health professionals 
reported prenatal chemical dependency centers deserve to be 
supported in their hospital by the entire list of possible 
supporters. The list included: hospital administration (in 
respondents' hospital), the legislature and health 
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professionals. Other responses included various 
combinations of one or more possible supporters. Twelve or 
11.4% of the respondents reported other non-listed responses 
to include charitable organizations, private organizations, 
volunteers and community supporters. 
Sixty four or 61% of the respondents reported that 
prenatal chemical dependency centers should be supported in 
their hospital. Forty one or 39% of the respondents cited 
reasons that such centers should be supported or gave no 
reason that prenatal chemical dependency treatment centers 
should not be supported in their hospital. 
The majority of the respondents indicated support for 
the development of a prenatal chemical dependency treatment 
center in their hospital. Yet the number of supporters of a 
prenatal chemical dependency treatment center in their 
hospital (64 respondents or 61%) was not as many as favored 
the development of treatment centers in Georgia (96 
respondents or 91.5%). 
Sixty two or 61.4% of the health professionals 
indicated they would be willing to work within a prenatal 
chemical dependency treatment center. This number was 
slightly lower than those favoring the development of a 
prenatal chemical dependency treatment center in their 
hospitals (64 or 61%). 
Section Ten: General Comments 
Fifteen or 14.3% of 105 respondents made additional 
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remarks in the comments section. Comments favoring 
prenatal chemical dependency treatment centers related to 
the need for additional services in chemical dependency 
because of the inadequacy of existing substance abuse and 
prenatal services. Other comments related to the lack of 
prenatal chemical dependency treatment centers. According 
to some of the respondents, prenatal chemical dependency 
treatment centers should enable the legal and medical 
communities to properly handle chemically dependent pregnant 
women. Treatment gaps in the system were also highlighted. 
Five respondents did not favor the development of 
prenatal chemical dependency treatment centers. Most of 
these comments related to the possibility for lawsuits for 
violation of a chemically dependent pregnant woman's rights 
and the role of the legal system. Funding was also a major 
issue. For example, some respondents reported that citizens 
of America are already overtaxed. Therefore, additional 
services at the taxpayers expense for chemically dependent 
pregnant women would be unacceptable. Education, according 
to one respondent should be the prime consideration for the 
reduction of chemical dependency among pregnant women. 
Four responses could not be distinctly categorized as 
favoring or opposing the development of prenatal chemical 
dependency treatment centers. These comments related to 
laws and penalties that a chemically dependent pregnant 
woman could face. Public education for drug abuse 
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prevention and the need for planning in drug treatment 
services were also emphasized. 
The comments from the data revealed the 
responsibility/ role of the law enforcement agency, funding, 
personnel and alternative measures such as education. Most 
of the commentators were in favor of prenatal chemical 




The purpose of this study was to survey health 
professionals who were nurses and social workers to assess 
their opinions on prenatal chemical dependency treatment 
centers. Questions were posed which directly related to 
medical, legal and treatment issues. The support of health 
professionals, which is critical to the successful 
development of prenatal chemical dependency treatment 
centers, was also considered. 
A summary of study results are organized in this 
chapter in eleven sections. They are as follows: section 
one discusses demographic information. This section was 
used to assess the characteristics of the respondents 
completing the survey. Section two discusses needs assess¬ 
ment. This section was used to assess the opinions of 
health professionals regarding the need for prenatal 
chemical dependency treatment centers in Georgia. 
The third section discusses funding. This section was 
used to assess opinions of health professionals regarding 
appropriate funding sources for services rendered within the 
treatment centers. Section four discusses personnel. This 
section was used to assess opinions regarding the personnel 
needed to treat chemically dependent pregnant women. 
Section five discusses services. This section was used to 
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assess the need for specific services to treat chemically 
dependent pregnant women. 
The sixth section discusses eligibility. This section 
was used to assess the health professionals' opinions 
regarding eligibility requirements for treatment. Section 
seven discusses routine testing. This section was used to 
ascertain whether health professionals support routine urine 
testing on all pregnant women. Section eight discusses 
referral. This section was used to assess opinions of 
health professions regarding procedures for admitting and 
referring chemically dependent pregnant women into a 
prenatal chemical dependency treatment center. 
The ninth section discusses length of follow up. This 
section was used to assess the length of time a chemically 
dependent pregnant woman should remain in a treatment 
program. Section ten discusses personal support/advocacy. 
This section was used to assess the willingness of health 
professionals to support or work in a prenatal chemical 
dependency treatment center in their hospital or in their 
area. Section eleven discusses comments. This section was 
designed to allow health professionals the opportunity to 
make additional comments regarding prenatal chemical 
dependency treatment centers. A summary and conclusion, 
implications for policy development, implications for social 
workers are included. Directions for future research and a 
summary will conclude this work. 
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Section One: Demographic Information 
The purpose of this section was to define the sample 
population on seven demographic variables. These variables 
included age, race, sex, occupation, area of specialization, 
length of time in present position and highest level of 
education achieved. Results from this section revealed that 
the typical respondent was a white female, 31-40 years of 
age. 
Of the nurse sample, she was likely to specialize in 
obstetrics/labor and delivery after having completed a two- 
year or associate’s degree. She had been employed one to 
five years in her present position. 
Of the social workers, she was likely to indicate a 
general social work specialization. She was on average, 
employed in her specialty area as a staff worker or director 
from one to five years. Social workers were more educated 
with a bachelor or master's degree as compared to nurses who 
had completed associate's degrees most often. 
The level and type of education may have influenced 
responses made by the respondents. For example, it would 
appear that nurses were more likely to focus most of their 
interest on the infants while social workers were more 
likely to focus most of their interest on their 
patients/clients first and the infants secondly. 
Of the nurses, the one to five years spent at her 
present position and her age may suggest the 
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respondents' current specialty as being a second career 
option. The large number of staff workers among the nurse 
respondents may suggest that duties related to direct 
patient care were being provided rather than managerial 
duties. Such daily duties may have influenced the attitudes 
of the respondents toward chemically dependent pregnant 
women. 
Section Two: Needs Assessment 
The purpose of this section was to assess opinions of 
health professionals regarding the need for prenatal 
chemical dependency treatment centers in Georgia. This 
section was initially designed to assess the need to be 
develop centers in Georgia and to assess whether they 
should be developed in every city as needed. Secondly, data 
from this section was used to assess the existence of a 
prenatal chemical dependency treatment center in the 
respondents' hospitals and in the respondents' areas. 
When respondents were asked if prenatal chemical 
dependency treatment centers should be developed in Georgia, 
96 or 91.5% of the social workers and nurses reported that 
prenatal chemical dependency treatment centers should be 
developed in Georgia. In Table 12, 81 or 77.1% of the 
respondents reported that prenatal chemical dependency 
treatment centers should be developed in every city as 
needed. 
According to Ginzberg (1977) health professionals are 
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among the four major power centers in the national health 
care industry. Therefore, it can be suggested that the 
support of health professionals would be critical to the 
implementation of prenatal chemical dependency treatment 
centers in Georgia. Services for such chemically dependent 
women are needed, because of the increase in drug use among 
women (Trost, 1989 and Williams, 1985), young women (Arnold, 
1990) and women of childbearing age (Shepard, 1990). For 
example, infants born to drug dependent mothers tend to have 
a host of health problems (Banister, 1990). It doesn't 
matter if the mother uses a drug like cocaine habitually or 
on rare occasions. A small amount of cocaine can cause a 
pregnant woman to go into labor or cause adverse fetal 
effects (Ziner, 1989). Fetal abnormalities may include 
urinary tract birth defects (Friend, 1989) and neurological 
problems that show up later a attention deficit and percep¬ 
tual disorders (South Georgia Health Care, 1990). Roberts 
(1991) described the importance of proper treatment and 
prenatal care for chemically dependent (crack) mothers 
rather than devaluation, sterilization or prosecution. The 
respondents also favored treatment rather than prosecution. 
Roberts (1991) depicted minority women as being victims of 
societal entrapment. The socioeconomic status of chemically 
dependent pregnant women related to her choice of health 
provider and use of public health services. 
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Section Three: Funding 
The purpose of this section was to assess opinions of 
health professionals on appropriate funding sources for 
services rendered within a prenatal chemical dependency- 
treatment center. Fifty six or 53.3% of the respondents 
reported the federal government should bear primary 
responsibility for the funding of prenatal chemical 
dependency treatment centers. A list of funding sources was 
prepared by the researcher. A nationwide pool of tax monies 
may have been favored by the respondents to fund prenatal 
chemical dependency treatment centers. The federal 
government was reported most often. The federal government 
was followed by the state government and the local 
government as primary funding sources for prenatal chemical 
dependency treatment centers. 
Eleven respondents commented that a combination of all 
governmental levels and/or private citizens and charitable 
organizations would be a dynamic way to fund prenatal 
chemical dependency treatment centers. It appears that the 
combination of various funding sources by respondents may 
suggest that prenatal chemical dependency treatment centers 
should be supported by all sectors of society. Responses 
related to a combination of governmental levels and/or 
private citizens and charitable organizations as potential 
funding sources. Therefore, health professionals reported 
that funding for the treatment of chemically dependent 
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pregnant women should be the responsibility of the 
government. This could indicate that chemical dependency is 
a societal and an individual concern since health 
professionals suggested that public monies be allocated for 
chemical dependency treatment. 
The health professionals suggested that the government 
provide leadership in the development of prenatal chemical 
dependency treatment centers. This finding is in accordance 
with public hearings conducted to determine the proper 
course of action to deal with chemically dependent pregnant 
women (Shepard, 1990). In April 1990, drug treatment ex¬ 
perts complained to Congress that few programs were 
available to pregnant women and that few programs too often 
treat women as criminals instead of patients (Shepard, 
1990). A House Committee studying the issue of lack of 
services for pregnant women found that of the nearly 5,000 
treatment programs in the United States, only 50 offer 
obstetric care, sexual abuse counseling and other services 
needed by women (Shepard, 1990). 
A Georgia Senate hearing was conducted in April 1991 to 
address additional health benefits for pregnant women. This 
could mean that of the additional monies will be allocated 
to meet the medical needs of chemically dependent pregnant 
women and their children. The issue of drug addicted babies 
has come to the forefront of the legislative and policy 
making arena. 
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Nevertheless, a small portion of the respondents stated 
that additional governmental monies, especially through the 
use of tax dollars should not be used to fund prenatal 
chemical dependency treatment centers in Georgia. Those who 
opposed the use of governmental dollars for prenatal 
chemical dependency treatment centers reported that 
charitable organizations and private organizations should be 
utilized. 
Whether private citizens will agree to play a 
substantial role in funding remains to be seen. Also, the 
willingness of charitable organizations such as the 
Salvation Army to play a role in the funding of prenatal 
chemical dependency treatment centers will be answered as 
time passes. It appears that 56 or 53.3% of the respondents 
favored the federal government as the primary funding 
source. Those respondents who selected private citizens and 
charitable organizations as funding sources may have been 
concerned about the misuse of their tax dollars in the 
treatment of chemically dependent pregnant women and their 
infants. 
Section Four: Personnel 
The purpose of this section of the Health Professionals 
Opinion Survey was to assess the opinions of health 
professionals regarding the personnel needed to treat 
chemically dependent pregnant women. Sixty seven or 63.8% 
respondents favored a treatment team which included 
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physicians, nurses, social workers and health 
administrators. 
Thirty one or 29.5% of the respondents favored 
physicians, nurses and social workers as the treatment team. 
Health administrators were excluded from this group, 
possibly because they were not viewed by the health 
professionals as being a part of the therapeutic health care 
team. 
The health professionals seemed to be aware of the need 
for a well rounded team of physicians, social workers, 
nurses and health administrators. Again, the failure of 
some respondents to include the administrator may relate 
to the fact that the health administrator was not viewed as 
one who provides actual therapeutic services. 
Therefore, the findings valuing a multi-disciplinary 
team are consistent with findings reported by Fitzsimmons 
(1986). According to Fitzsimmons (1986) social workers, 
nurses and physicians (psychiatrists, neonatologists and 
perinatologists) were constituted the "team" in the 
treatment of chemically dependent pregnant women. Such a 
team is likely to be extremely valuable to both the 
chemically dependent pregnant woman and her child. 
Respondents reported that mental health professionals, 
ministers, peer counselors/support groups and family members 
should be included in the treatment team. Mental health 
professionals may have received the highest rating as 
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compared to ministers and peer counselors because of their 
training in professional counseling. Other interesting, yet 
less significant responses were: midwives, laboratory 
technicians, teachers and dietitians. Midwives, laboratory 
technicians and dietitians were possibly suggested by nurses 
(also females/ mothers) as valuable components of the 
treatment team. 
Teachers were more likely to have been suggested by 
social workers, who constituted 17 or 16.2% respondents. 
The social work subsample were better educated than the 
nurse subsample. Further, social workers tended to see 
education as a vital part of treatment. Education may have 
been perceived as having the potential to upgrade lifestyles 
and to modify behavior. 
Mental health workers were received the highest 
ranking of professionals on the prenatal chemical dependency 
treatment team. This may have been because both nurses and 
social workers perceive professional counseling is a 
valuable and needed service. Perhaps, the medical social 
worker was not viewed as a mental health worker by some of 
the respondents since medical social workers tend to serve a 
population with more physical health problems than mental 
health problems. 
Williams (1985) explored the use of the drug counselor 
as a liaison in the treatment of chemically dependent 
pregnant women. The inclusion of ministers, peer 
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groups/support groups and the family have related to the 
perceived need of the chemically dependent pregnant woman 
for encouragement, hope and spiritual/moral support. 
The Family Center provided treatment to chemically 
dependent pregnant women by using the family to support the 
treatment population (Fitzsimmons, 1989). This program 
provided counseling, support, education and complete medical 
care to substance abusing women. 
Other responses which included teachers, midwives, 
laboratory technicians, dietitians and law enforcement 
officials may have been related to the need for innovation 
and diversification from the traditional modes of chemical 
dependency treatment. For example, the midwife may be used 
in the delivery of the baby and may minimize some of the ad¬ 
verse effects that infants born to chemically dependent 
pregnant women face (Young, 1990; Trost, 1990 and Banister 
1990). The midwives were most likely suggested by nurses 
who constituted the largest portion (88 or 83.8%) of the 
respondents. 
Laboratory technicians may be used to test urine 
samples for the presence of alcohol/drugs. The results of 
urine test may be critical to the length of time a 
chemically dependent pregnant women will be allowed to 
continue in a prenatal chemical dependency treatment center; 
or to identify the relative benefit of a treatment program 
to these women. Teachers may be used as educators/ guidance 
112 
counselors to explain the effects of chemical substances on 
infants, the value of proper lifestyle/nutritional habits 
and the benefit of discontinuing the use of harmful toxic 
substances. Law enforcement officials may be seen as 
referral sources which may be used to help increase 
compliance with program and treatment objectives. 
The team approach as mentioned by Fitzsimmons (1986) 
seemed to be useful based on responses from the health 
professionals in the survey. It appears that respondents 
favored the team approach using health professionals to 
address multiple needs of chemically dependent pregnant 
women and their infants. 
Section Five: Services 
The purpose of this section was to assess opinions of 
health professionals regarding the need for specific types 
of services within prenatal chemical dependency treatment 
centers. From a prepared list of services, for example 
counseling, referral, screening, detoxification, medical 
treatment and methadone maintenance, respondents checked as 
many suitable responses as desired for the treatment of 
chemically dependent pregnant women. 
Thirty five or 33.3% of the respondents, favored the 
entire list of services. Forty one respondents or 39.1% 
selected all services except methadone maintenance. This 
may have been because of the controversy on the benefits 
and risks of methadone maintenance. Various combinations 
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from the remaining portion of the sample followed. 
Education was also mentioned. 
Services were individually ranked from the highest 
number of respondents to lowest number of respondents as 
follows: counseling, referral, screening, detoxification, 
medical treatment and methadone maintenance. Counseling was 
favored by most of the respondents. The perception of 
counseling as a high yield (benefit)/ low risk commodity 
may have influenced the high selection rate of counseling by 
respondents. Counseling may have also been seen as 
beneficial in helping victims to cope with the emotional 
implications of chemical dependency. Most nurses and social 
workers (103 or 98%) reported counseling as the major 
treatment. 
Referral, which ranked secondly, appeared to have been 
viewed as a means of identifying the target population. 
Health professionals are likely to come into contact with 
chemically dependent pregnant women at some point during 
their pregnancy. Screening, which ranked third, had a high 
rating. Screening (or urinalysis) could serve as perhaps, 
the most effective identification/referral tool to determine 
chemical dependency among pregnant women. Screening could 
be used to identify chemically dependent women eligible to 
participate in a chemically dependent treatment center. 
Roberts (1991) suggested that since poor Black women 
are in closer contact with governmental agencies and give 
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birth in public hospitals, their drug use is more likely to 
be detected. They are also more likely to be reported to 
government authorities because of discriminatory 
hospital screening practices and stereotyped assumptions of 
health professionals. Roberts (1991) also suggested that 
private physicians who treat more affluent women would be 
less likely to report their patients with positive screening 
results for fear of profit and referral losses. Both 
detoxification and medical treatment received high ratings 
although ranked fourth and fifth respectively. Methadone 
maintenance which ranked sixth was rated lower than the 
other treatment methods. 
There seems to be some controversy as to whether 
methadone maintenance is effective and ethical. One health 
professional indicated adamant disapproval of methadone 
maintenance as a treatment method. Disagreement 
surrounding the use of methadone maintenance is also iden¬ 
tifiable in the literature. For example, Finnegan (1978) 
reported that when methadone was combined with an average of 
eight prenatal visits, the incidence of low birth weight, 
prematurity and morbidity is reduced. In Fitzsimmons' 
(1986), two year study of 162 drug dependent pregnant 
women, he was not able to substantiate Finnegan's (1978) 
findings. He did find that medical complications were 
present when methadone was given to a group of pregnant 
women using one or more illicit drugs. This group was 
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compared with two other groups of chemically dependent 
pregnant women. This meant that the use of methadone 
maintenance in the treatment of chemically dependent 
pregnant women did not guarantee the absence of 
complications in their children. 
For provision of services, on an outpatient or 
inpatient basis, ninety or 85.7% of the respondents 
indicated that both types of services should be provided to 
chemically dependent pregnant women. Inpatient care ranked 
second, but was dramatically lower than a combined 
inpatient/outpatient program. Only one respondent reported 
an outpatient care program. 
The respondents' apparent favor of both inpatient and 
outpatient care may been related to the services selected 
for implementation in a prenatal chemical dependency 
treatment center: counseling, referral, screening, 
detoxification and medical treatment. For example, Finnegan 
(1978) offered that prenatal and postpartum services should 
be combined with the treatment of drug dependency to 
maximize health benefits for chemically dependent pregnant 
women and their infants. 
The health professionals were almost equally divided on 
whether a prenatal chemical dependency treatment center 
should be aligned with an existing hospital or developed as 
a freestanding structure. It appears that the services 
(provided on both an inpatient and outpatient basis) to 
116 
chemically dependent pregnant women were more important to 
the health professionals than a freestanding or aligned 
facility. Whether a prenatal chemical dependency treatment 
center should be developed with an existing hospital or a 
freestanding structure may have some bearing on the extent 
to which comprehensive services could be developed and 
implemented. An existing hospital would likely have basic 
services for prenatal care. In a freestanding structure, 
all services may have to be developed. 
Whether a prenatal chemical dependency treatment center 
should be freestanding or not is perhaps most closely 
related to prenatal and postpartum chemical dependency 
services suggested by Finnegan (1978). Model programs are 
also in existence which include counseling, support, 
education and complete medical care for chemically dependent 
pregnant women on an inpatient basis through an existing 
hospital. (Public Health Currents, 1989). Programs are also 
available which provide outpatient prenatal services for 
substance abusers (Trost, 1989). 
Section Six: Eligibility 
The purpose of this section was to assess the health 
professionals' opinions on eligibility requirements for 
treatment. Ninety seven or 92.4% of the respondents 
reported that chemically dependent pregnant women should be 
treated in a prenatal chemical dependency treatment center 
regardless of age. This indicates that age should not be a 
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criterion for eligibility or entrance into a prenatal 
chemical dependency treatment center. Eighty one or 77.9% of 
the respondents strongly disagreed or disagreed that 
parental consent be obtained on a chemically dependent 
pregnant woman under the age of 18 years old. Ninety or 
89.1% of the respondents also strongly disagreed or 
disagreed that ability to pay be an eligibility reguirement 
for program entrance. It appears that respondents did not 
wish to prevent women from receiving treatment on the basis 
of their age or ability to pay. All women in need of 
services seem to have been indicated for treatment. 
Eighty three or 81.4% of the respondents agreed or 
strongly agreed that a newborn infant who was drug 
dependent should enter a drug treatment program along with 
his/her mother. It appears that the care of the mother was 
equally as important as the care of the infant. The health 
professionals could advocate for policies and programs to 
reduce the life long adverse effects associated with 
chemical dependency. Treatment of infants could minimize 
neurological disorders which later face as learning 
disabilities and short attention span. Medical costs could 
also be reduced. Societal deviance could also be minimized 
as mothers and infants are treated for chemical dependency. 
When services were limited for chemically dependent 
pregnant women, ninety two or 92% of the respondents 
reported the severity of the patient's condition should be 
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used as an eligibility requirement for treatment. Several 
respondents also mentioned using a test for compliance to 
treatment objectives as a criterion for eligibility for 
services. 
Therefore, it appears that the respondents favored 
the provision of services for all chemically dependent 
pregnant women despite age, parental consent and ability to 
pay. The health needs of the chemically dependent pregnant 
woman were weighed far greater than her ability to pay for 
services. Also, an age based eligibility requirement 
appears less important than a chemically dependent pregnant 
women's willingness to comply with treatment objectives. 
Perhaps, ability to pay should not be a major 
requirement for treatment. The high Medicaid costs for 
extended stays by infants born chemically dependent may mean 
that few newly delivered chemically dependent pregnant women 
may be able to pay hospital fees. 
For example, the cost of caring for an addicted infant 
in a hospital was estimated to be as high as $1,768 per day 
with length of stays as high as 42 days (Trost, 1989). 
Additionally, many hospitals face repeated episodes of 
uncompensated care for chemically dependent infants 
according to a recent survey of hospitals (Zollinger, 
Saywell and Chu, 1991). Therefore, ability to pay may 
prevent many chemically dependent pregnant women and infants 
from getting the care that they need. Thus, programmatic 
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incentives by the government are necessary. Roberts (1991) 
stated that the government's response to the crisis of drug 
exposed babies must begin by protecting their mother's 
health and dignity. This could be accomplished in part, 
through a national commitment to providing adequate prenatal 
care in poor communities and drug treatment programs that 
meet the needs of pregnant addicts (Roberts, 1991). 
Section Seven: Routine Testing 
The purpose of this section was to assess whether 
respondents support routine urine testing on all pregnant 
women or just pregnant women desiring to enter a treatment 
program. Eighty one or 77.8% of the respondents favored the 
screening of all pregnant women for drug use to protect the 
unborn infant. 
During the data collection process, one nurse, 
commented that such screening of all patients would be too 
expensive, as well as a violation of patient rights. Unless 
protection against prosecution is mandated, chemically 
dependent pregnant women may avoid treatment and further 
endanger the lives of their infants (Ziner, 1989). The 
majority of the respondents seemed to favor the protection 
of the unborn infant even above the rights of the mother on 
the issue of screening. 
The aim to protect the infant rather than the mother 
may have been attributed to the scarcity of social 
workers, who constituted a smaller portion of respondents. 
120 
As previously mentioned, social workers work more with 
mothers than nurses. Nurses constituted the largest portion 
of the respondents. In addition, nurses work primarily with 
infants in their specialty area of obstetrics and labor and 
delivery. 
In actual prenatal chemical dependency treatment 
centers, infants may be given greater consideration by 
nurses; whereas mothers may be given greater consideration 
by social workers. Universal screening may appear to be the 
answer, but the consequences for chemically dependent 
pregnant women should be viewed with caution. The tragedy 
of prosecution vs. treatment should be eliminated (van 
Wormer, 1987; Addicted - Baby Bill rejected, 1980 and Ziner, 
1989). Other states have also posed the question of 
prosecution or treatment. Rhode Island officials have 
reported that charging women with drug offenses for 
delivering cocaine to a child in utero is ridiculous and 
counter productive to public health (McCalope, 1990). A 
member of the American Civil Liberties Union Women's Rights 
Project, stated that prosecution Others states favoring the 
inclusion of legal ramifications for prenatal chemical 
dependency have suggested that the criminal law is an 
entirely appropriate vehicle by which to address this issue 
(Ziner, 1989 and McCalope, 1990). 
Most respondents, agreed that in cases in which a 
chemically dependent pregnant woman does not wish to 
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participate in a drug treatment or prenatal chemical 
dependency treatment program, she should be reported to the 
local law enforcement agency. She should then be in¬ 
criminated for child abuse and for refusing services that 
could be beneficial to her health and the health of her 
infant. About a fourth of the respondents disagreed with 
the involvement of the legal system. This suggests that most 
of the respondents favored the protection of the unborn 
infant, even above the freedom and rights of the mother to 
refuse treatment. This may also be related to the large 
number of nurses among the respondents who work directly 
with infants and see them as their primary concern. 
In Georgia, a bill was proposed to determine whether 
drug abusing mothers who gave birth to addicted babies 
should be charged with misdemeanor crimes (Addicted Baby 
Bill Rejected, 1990). Through treatment, both the mother 
and the infant could reap long-term benefits. Some of the 
benefits include prevention of birth defects for babies and 
the prevention of incarceration of their chemically 
dependent mothers. The bill was rejected because of the 
voluminous response of women legislators that the bill would 
be a punitive rather than a treatment approach to an illness 
such as chemical dependency. It appears that the legal 
system in Georgia favors treatment vs. prosecution. However, 
other states such as Florida favor prosecution (McCalope, 
1990) . 
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It appears that there is no consensus on this issue 
between health officials and the legal system. The 
respondents indicated that legal action should be taken 
against a chemically dependent pregnant woman if she refuses 
to participate in a treatment program. 
Florida, in an effort to validate its practice of 
prosecuting mothers whose babies were born exposed to 
chemical substances, presumed that the fear of prosecution 
would force these mothers into treatment, before the baby's 
birth. This would mean that Hospitals A, B and C would see 
an increase in chemically dependent pregnant women entering 
their hospitals for treatment. Chemically dependent 
pregnant women could enter the system for treatment through 
Hospitals A, which provide bassinets for infants. 
Hospitals B, with bassinets and/or neonatal services 
could provide the special care for infants and their 
mothers. Hospitals C, with bassinets and/or a neonatal and 
chemical dependency unit could serve as a receiver program 
for more critical and chronic illnesses related to chemical 
dependency and pregnancy. 
As related to treatment vs. prosecution, treatment only 
or prosecution only continue to be the major issues 
surrounding chemically dependent pregnant women. Health 
professionals have debated courses of actions for chemically 
dependent pregnant woman's with positive screening results 
for drug use. Individual frequencies of the respondents 
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were considered for each course of action that should be 
taken. The four leading responses were voluntary- 
counseling, mandatory participation in a drug treatment 
program, involuntary counseling and mandatory action against 
a chemically dependent pregnant woman for refusing to 
participate in a drug treatment program. Only fifteen 
respondents or 14.3% favored non-mandatory participation in 
a drug treatment program. Six respondents or 5.7% favored 
non-mandatory action against the mother. 
It appears that the respondents favored actions which 
would encourage chemically dependent pregnant women to seek 
treatment. In cases of treatment refusal, the respondents 
favored legal action against the chemically dependent 
pregnant women. 
When groups of courses of action were computed, the 
largest portion of the respondents (17 or 16.2%) chose 
mandatory participation in a drug treatment program. 
Mandatory participation in a drug treatment program was 
followed by involuntary or voluntary counseling, mandatory 
participation in a drug treatment program and mandatory 
action against the chemically dependent pregnant women. It 
appears that the respondents favored the mandatory 
participation in a drug treatment program. Counseling was 
also reported as beneficial to chemically dependent pregnant 
women. 
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Twenty two or 21% of the respondents indicated 
groupings for services. Of interest is that several of the 
groupings favored by respondents were involuntary and/or 
voluntary counseling or voluntary/involuntary counseling 
with mandatory or nonmandatory participation in a drug 
treatment program. Only six or 5.7% of the respondents 
favored no mandatory action by legal authorities against 
chemically dependent pregnant women. Again social workers 
and nurses tended to favor counseling more than other 
treatment alternatives. Seventeen or 16.2% of the 
respondents also favored mandatory treatment in a drug 
treatment program to assure proper care for the chemically 
dependent pregnant woman and her unborn child. It appears 
that proper care would minimize the adverse effects 
associated with chemical dependency. Despite the multi¬ 
variation of individual and group responses it is clear that 
the respondents favored counseling (whether voluntary or 
involuntary), mandatory participation in a drug treatment 
program and mandatory action against the mother for refusing 
to enter a treatment program. 
It is also clear that other treatment alternatives were 
highly favored by the respondents. Yet, the lack of 
prenatal chemical dependency treatment centers remains a 
societal problem. The treatment needs of chemically 
dependent pregnant women continue to be unserved on a large 
scale. 
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A House Committee studying the lack of services for 
chemically dependent pregnant women found that of nearly 
5,000 treatment programs in the United States, only 50 
offered child and obstetric services needed by chemically 
dependent pregnant women (Shepard, 1990). A director of a 
Georgia Addiction, Pregnant and Parenting Program, commented 
to Congress in April 1990 that one of the greatest barriers 
to treatment was the lack of it (Shepard, 1990). Lack of 
treatment facilities is a major barrier because any policy 
mandating that chemically dependent pregnant women receive 
treatment will be ineffective if treatment facilities are 
not affordable and accessible. 
Should programs become more readily available to 
pregnant woman through governmental funding or other 
funding, the services outlined by the respondents would be 
useful in initiating appropriate treatment. The role of the 
health professional and the law enforcement system also need 
to be delineated. 
Social worker and nurse respondents reported that 
chemically dependent pregnant women should be treated for 
their addiction. They further reported that treatment of 
chemically dependent pregnant women should be mandated by 
the legal system. Thus, respondents supported the expansion 
of services for chemically dependent pregnant women in Geor¬ 
gia . 
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Section Eight: Referral 
The purpose of this section was to assess opinions of 
health professionals regarding appropriate referral sources 
to admit and refer chemically dependent pregnant women to a 
prenatal chemical dependency treatment center. When 
analyzing individual responses from the respondents, the 
highest ranking of sources were: 
1. a physician 
2. a chemically dependent pregnant woman 
3. a law enforcement agency 
4. a social service representative 
5. a family member. 
Sixty or 57% of the respondents selected all of the 
referral sources as appropriate to reguest the admittance 
of a chemically dependent pregnant woman into a drug 
treatment program. Various combinations of appropriate 
referrals were also indicated. The number of respondents 
for these groups were low. 
It appeared that the respondents favored all of the 
sources as appropriate to reguest the admittance of a 
chemically dependent pregnant woman into a drug treatment 
center. Individual analysis documented the value of the 
physicians' reguest for a chemically dependent pregnant 
woman to enter a prenatal chemical dependency treatment 
center above her own request. 
The physician’s request may have been most appropriate 
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to respondents because the physician is generally seen as a 
valuable member of the health care team by both nurses and 
social workers. Both the nurses and the social workers 
seemed to esteem the expertise and knowledge of the 
physician highly. 
This finding is consistent with the opinion of sixty 
four or 60.9% of the health professionals that the consent 
of the chemically dependent pregnant woman should not be 
mandatory for admission into a prenatal chemical dependency 
treatment center. Forty one or 39.1% of the respondents 
disagreed that the consent of the pregnant woman should not 
be obtained for entrance into a prenatal chemical dependency 
treatment center. The division of opinions on parental 
consent may relate to the importance of a pregnant woman's 
willingness to comply with the treatment plan vs. the need 
to protect the unborn child. The respondents favoring the 
nonmandatory consent of chemically dependent pregnant women 
prior to entrance in a prenatal chemical dependency 
treatment center were perhaps most concerned about the 
health of the unborn child. 
Consequently, the other respondents may have valued the 
child's health equally as much. Without the consent of 
chemically dependent pregnant women, the respondents may 
have questioned the extent to which the chemically dependent 
pregnant woman would adhere to her prescribed treatment 
plan. It may have been presumed by health professionals that 
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a chemically dependent pregnant woman who complied with 
treatment objectives would benefit most from participation 
in a prenatal chemical dependency treatment center. The 
health of the unborn child would be promoted by a mother’s 
compliance with treatment objectives. 
Social worker respondents who work with mothers, 
perhaps the value of voluntary participation more than nurse 
respondents who tended to work with infants. If voluntary 
participation by the mother was unachievable, mandatory 
treatment seemed to have been advocated by the nurses and 
social workers. The health professionals seemed to value 
the "team approach" in the referral/program entrance 
process. 
Section Nine: Length of Follow-up 
The purpose of this section was to poll health 
professionals regarding the length of time a chemically 
dependent pregnant woman should be followed or treated in a 
chemically dependency treatment center. Most of the 
respondents were employed in Type C Hospitals, which 
included bassinets and/or a neonatal and chemical dependency 
treatment unit. Fifty three or 52.5% of the respondents 
reported that a chemically dependent pregnant woman should 
be maintained in a chemical dependency treatment program 
until her condition became stable. A stable condition 
refers to a condition in which the chemically dependent 
pregnant woman is no longer dependent upon chemical 
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substances. 
Medically supervised withdrawal from chemical 
substances would be the aim of treatment for both the mother 
and the infant. Forty three or 42.6% of the respondents 
reported that a chemically dependent pregnant woman should 
remain in a prenatal chemical dependency treatment program 
until after her baby's birth. Other responses were given 
which primarily related to a mother's retention in the 
prenatal chemical dependency treatment center until she 
could become stable/drug free and as long as she was willing 
to adhere to the prenatal chemical dependency treatment 
plan. Although most of the respondents selected the 
pregnant woman's stability as the basic criteria for length 
of follow-up or continuation in the treatment program, 
slightly fewer respondents reported that the chemically 
dependent pregnant woman should remain in the program until 
after the baby's birth. 
Thus, it appeared that the nurse and social worker 
respondents were divided on the value of the infant vs. the 
value of the mother. Perhaps, the respondents were unable 
to separate the welfare of the mother from the welfare of 
the child. Child welfare and maternal welfare are closely 
related. The division among respondents may have 
also occurred on the basis of professional responsibility. 
For example, nurses tend to work most closely with infants 
and social workers tend to work more closely with mothers. 
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Each professional may have catered to the population with 
which he/she worked most. 
Length of follow-up and concern for the mothers and 
infants were areas of concern. A discussion with 
respondents after the completion of the survey revealed that 
many individuals were concerned for the well-being of both 
the mother and the child. A few respondents expressed 
concern for the well- being of the child only. 
Several respondents reported that unborn infants were 
in a state of helplessness and were at the mercy of their 
mothers. Therefore, infants should be protected by both the 
health care and legal systems. The literature presented 
examples of drug treatment experts advocating for the 
treatment vs. punitive action against the mother (Shepard, 
1990 and McCalope, 1990). Shepard (1990) discussed the need 
to expand treatment programs for chemically dependent 
pregnant women. According to Shepard (1990), chemically 
dependent women were treated as criminals. McCalope (1990) 
further demonstrated the contrast between treatment and 
punitive action. She reported that some agencies perceived 
treatment as the best service for the mother and child. 
Punitive action, on the other hand was viewed by some 
agencies as a reason for the mothers to avoid the health 
care system, for fear of punishment. 
In relation to follow-up, it appears that the 
respondents favored the continuation of a mother in a drug 
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treatment program until her condition became stable. 
Respondents may have recalled that chemically dependent 
women may be of child- bearing age and may later bear 
additional chemically dependent children. The expense from 
lifelong effects of chemically dependent children include 
special education needs, medical treatment, welfare 
payments, lost income and incarceration, would result in a 
multi-million dollar baby (Wave of crack babies, 1990). 
Adequate follow-up with chemically dependent pregnant 
women could minimize such costs and could also improve the 
welfare of both the mothers and their infants. Adequate 
delivery of health care to chemically dependent pregnant 
women would lead to more positive birth outcomes. The cost 
of medical care, therapeutic care, special education, 
juvenile delinquency and incarceration could all be reduced 
through the implementation of prenatal chemical dependency 
treatment centers. 
Section Ten: Personal Advocacy/Support 
The primary purpose of this section was to assess the 
willingness of health professionals to support or work in a 
prenatal chemical dependency treatment center at their 
hospital or in their area. A secondary purpose was to 
assess opinions from health professionals on support for a 
prenatal chemical dependency treatment center in their 
hospital. Finally, this section attempted to assess reasons 
why prenatal chemical dependency treatment centers should or 
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should not be supported. 
Fifty two or 49.5% of the respondents selected the 
entire pre- formulated list of health professionals and 
policy makers to support a prenatal chemical dependency 
treatment center in their hospital. Thirteen or 12.4% of 
the respondents that prenatal chemical dependency services 
were already existing in their hospital. 
Respondents reported that the hospital administration 
and health professionals in their hospital should support 
prenatal chemical dependency treatment centers. Other 
smaller and sporadic combinations of support groups were 
reported. Respondents appear to have suggested that 
prenatal chemical dependency treatment centers deserve to be 
supported by the legislature and hospital administrators. 
This may mean that respondents, viewed prenatal chemical 
dependency treatment centers as a necessity in the treatment 
of chemically dependent pregnant women. 
Most of the respondents favored the support of the 
hospital administration and health professionals in their 
hospital or in combination with the legislature. 
Respondents who indicated that a prenatal chemical 
dependency treatment center was currently existing in their 
hospital may have been referring to a general chemical 
dependency treatment unit. Further clarification is needed 
in defining the role and function of prenatal chemical 
dependency treatment centers. 
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None of the hospitals in the study were known to have 
an in-house prenatal chemical dependency treatment center. 
This is an indication that "true" prenatal chemical 
dependency treatment centers have not been developed in the 
Georgia hospitals surveyed. Therefore, the development of 
prenatal chemical dependency treatment centers is necessary. 
Such centers should have a clearly defined role, purpose and 
aim to minimize chemical dependency among pregnant women. 
When surveyed regarding reasons a prenatal chemical 
dependency treatment center should not to be supported, 
sixty four or 61% of the respondents reported prenatal 
chemical dependency treatment centers should be supported 
without exception. Forty one or 39% of the respondents 
reported reasons that prenatal chemical dependency treatment 
centers should not be supported. 
The most frequently reported response (16 or 15.2%) 
indicated as a reason prenatal chemical dependency centers 
should not be supported was the lack of trained personnel. 
This response may have been reported by respondents in Type 
A and B Hospitals who were not familiar with chemical 
dependency treatment centers. Other responses, however, with 
six or less respondents, were that prenatal chemical 
dependency treatment centers were 'not feasible’, 'workload 
was already too heavy' and that there was 'a lack of trained 
personnel along with a heavy workload’. It was also 
reported that there was 'not a demonstrated need’ in the 
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area for prenatal chemical dependency treatment centers. 
Initially, 96 or 91.5% of the respondents reported 
that prenatal chemical dependency treatment centers were 
needed in Georgia. When asked if centers should be supported 
or provided in their hospital, 64 or 61% of the respondents 
agreed. Fewer respondents favored the development of 
prenatal chemical dependency treatment centers in their 
hospital than in Georgia. This may have been because health 
professionals appear to have been willing to support a 
distant cause but were not as willing to devote time and 
effort to an incentive taking place in their own hospitals. 
Perhaps workload or and the need for additional funding may 
have influenced the responses of the health professionals. 
Forty one or 39% of the respondents cited reasons that 
a prenatal chemical dependency treatment center should not 
be supported in their hospital. Consistently, sixty two or 
61% of the respondents agreed to work within a prenatal 
chemical dependency treatment center. Thus, the commitment 
of the health professionals surveyed was certainly 
substantial enough to initiate the development of prenatal 
chemical dependency treatment centers in Georgia. It appears 
the support of social workers and nurses is available to 
facilitate the development of prenatal chemical dependency 
treatment centers in Georgia. 
Section Eleven: Comments 
The purpose of this section was to allow health 
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professionals report additional comments or remarks 
regarding prenatal chemical dependency treatment centers at 
their hospitals and in their area. This section was open 
ended and allowed for essay type responses. Approximately 
15 or 14.3% of the respondents chose to make additional com¬ 
ments . 
Six of the health professionals favored the 
development of prenatal chemical dependency treatment 
centers. Most of the comments favoring the development of 
treatment centers reported the need in Georgia to fill 
systemic gaps in the health care/drug treatment system. 
Favorable comments addressed the needs of rural areas and 
cities for prenatal chemical dependency treatment centers. 
Five respondents who commented against the development 
of prenatal chemical dependency treatment centers appeared 
to have been concerned with issues of governmental 
responsibility, limited funding, possibility of lawsuits, 
patients rights, abuse of services, the need for education 
and the lack of trained personnel to manage an increased 
workload. 
Although, these comments, were pertinent, they were 
minor in comparison to nine of the respondents who favored 
the development of prenatal chemical dependency treatment 
centers. Four respondents commented generally on the 
responsibility of chemically dependent pregnant women to 
care for their children rather than encouraging societal 
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responsibility for the children; the failure of law 
enforcement to control the drug problem; and the need for 
proper treatment programs. These comments revealed some 
skepticism about the need for prenatal chemical dependency 
treatment centers. 
These comments were extremely enlightening and 
attested to the fact that a systems approach would be 
critical to the implementation and development of prenatal 
chemical dependency treatment centers. Opponents of the 
prenatal chemical dependency treatment centers based their 
comments primarily on inadequate funding and legal 
conflicts. Opponents' comments indicated that taxes were 
already a burden to the citizens and that legally a woman 
could not be forced to participate in a prenatal chemical 
dependency treatment center. 
Most of the respondents who provided comments favored 
the development of prenatal chemical dependency treatment 
centers in their area and within their hospital. This 
commitment, therefore, supports prenatal chemical dependency 
treatment centers. Fifty three or 50.5% of the respondents 
reported that prenatal chemical dependency treatment centers 
could be freestanding or aligned with an existing hospital. 
Forty four or 41.9% selected a freestanding facility for the 
structure of a prenatal chemical dependency treatment 
center. 
137 
Summary and Conclusion 
Respondents reported their willingness to advocate 
and support prenatal chemical dependency treatment centers. 
However, the number of of supporters decreased when 
respondents were asked about their willingness to support a 
prenatal chemical dependency treatment center in 
their hospital. The development of a prenatal chemical 
dependency treatment center in the respondents' hospital 
(selected by 64 respondents or 61%) was not as popular as 
the development of prenatal chemical dependency treatment 
centers in Georgia ( which was selected by 96 or 91.5%). 
Most of the respondents reported that prenatal chemical 
dependency treatment centers need to be supported in their 
hospital and in Georgia. 
This suggests that respondents may be willing to 
advocate prenatal chemical dependency treatment centers. 
Fewer respondents appeared willing to work toward the 
establishment of prenatal chemical dependency treatment 
centers in their own hospitals. The data indicate that the 
number of prenatal chemical dependency treatment centers to 
be developed may directly relate to the number of health 
professionals that will work in such centers. The 
commitment of health professionals may have major 
implications for policy and planning. Qualified personnel 
are necessary for the successful implementation of 
treatment centers for chemically dependent pregnant women. 
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Reasons cited for non-support of prenatal chemical 
dependency treatment centers may warrant additional review 
as to enhance drug/prenatal treatment services. 
Interventions such as cross-training of health professionals 
or the development of multi-competency skills among health 
professionals (i.e. the social worker as both a health 
educator and addictions counselor) may be valuable. 
Specially gualified personnel may be used to treat 
chemically dependent pregnant women. Problems reported 
such as workload and training reguirements need to be 
addressed by health care officials, administrators and 
policy makers. 
Collaboration among health professionals and policy 
makers will not cure all ills facing the chemically 
dependent pregnant woman and her infant. Yet, the need for 
professionals to address prenatal chemical dependency 
issues is critical to the implementation of prenatal chemi¬ 
cal dependency treatment centers. Results appear to suggest 
that an assessment of the current status of health care 
delivery system is certainly a positive step toward 
planning, implementation and evaluation of needed services 
for chemically dependent pregnant women and their infants. 
Implications for Policy Development 
Policy can be primarily visualized as a framework for 
action. Informed decisions are likely to be more valuable 
and productive than intuition. Results from this study can 
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be used by health administrators, drug treatment counselors, 
law enforcement officials and policy makers to begin to 
bridge the gap between health care, drug treatment, educa¬ 
tion and referral for chemically dependent pregnant women. 
This study illuminated the opinions of health care workers 
regarding appropriate team members, the role of the legal 
system and other details necessary for policy development. 
Included in these results are implications for program 
development, for example funding and eligibility criteria. 
The federal government was reported as the primary funding 
source. Eligibility for services was based on the severity 
of the woman's condition vs. age or ability to pay for 
services. 
Forty six or 44.2% of the respondents indicated one to 
five years in their present position. Nurses were primarily 
educated at the 2-year or associates degree level. Social 
workers were primarily educated at the bachelors or masters 
degree level. All levels of training among the nurses were 
comparable to other nurses in their field of expertise. 
Also training of social workers was comparable to the 
training of other social workers in the health field. The 
health professionals' comments on such topics as eligibility 
for program entrance, needs assessment, funding, referral 
and personal support/advocacy may be a useful framework for 
the development of prenatal chemical dependency treatment 
centers. Implementation of prenatal chemical dependency 
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centers can begin throughout the State of Georgia and 
perhaps nationwide. 
Initially, policy makers, may wish to increase the 
capabilities of prenatal chemical dependency treatment 
centers by uniting with local hospitals and/or drug 
treatment centers. The careful monitoring and provision of 
services for chemically dependent pregnant women could be 
initiated and developed in such settings. 
Prenatal chemical dependency treatment has entered the 
political arena. Senate hearings have been held and laws 
have been proposed to address prenatal chemical dependency. 
Additional governmental funds should be allocated or 
earmarked for prenatal care and drug treatment services. 
Appropriate legal and medical guidelines should also be 
developed to address the needs of chemically dependent 
pregnant women. 
Implications for Social Workers 
The implications of this study reveal the need for the 
social work discipline to broaden its curriculum to develop 
specific training specialties such as addictions counseling 
and prenatal counseling. Most of the social worker 
respondents reported their specialty area as general. The 
general specialty may indicate a lack of statewide formal 
training in the area of addiction and prenatal care for 
social workers. 
Also when additional personnel in the treatment of 
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chemically dependent pregnant women were requested, the 
respondents suggested mental health workers most often. 
Since social workers are also employed in the mental health 
system, core studies could be developed which include mental 
health counseling, addiction counseling and prenatal care. 
Accordingly, an internship in substance abuse or prenatal 
services would strengthen the social worker's ability to 
manage chemically dependent pregnant women. 
Courses or inservices on ethical/legal issues should 
also be included in the social work curriculum. With an 
evolving legal system, social workers must be knowledgeable 
of patients' rights, appropriate treatment alternatives and 
proper legal considerations in treatment and referring 
chemically dependent pregnant women for services. 
As drug use has been documented among all sectors of 
the population and racial groups (Chasnoff, 1985), social 
workers should strengthen their skills in cultural 
diversity. Social workers should value all groups of 
people. Roberts (1991) suggested that minorities are 
unfairly treated by the health care system because of their 
reliance on governmental and public health services. As 
social workers achieve an appreciation for all segments of 
society, they can effectively lobby for treatment vs. 
punitive action against chemically dependent pregnant 
women. The extent to which the social workers surveyed will 
lobby for treatment vs. punitive action seems to directly 
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relate to a chemically dependent pregnant woman's 
willingness to participate in a chemical dependency 
treatment program. 
Thus, it appears that additional treatment services for 
chemically dependent pregnant women will be necessary to 
enforce policies which may mandate treatment. Social 
workers could advocate for such centers as the majority of 
the respondents indicated a need for the development of 
prenatal chemical dependency treatment centers in Georgia. 
Also, social workers could present community-based 
programs in schools and community centers urging non-drug 
use, especially during pregnancy. Education will be needed 
to minimize drug use among young women of childbearing age 
(National Institute on Drug Abuse, 1982 and the National 
Household Study on Drug Abuse, 1985). 
Whether in schools or in the health care system, social 
workers should strengthen their ability to work successfully 
with other professionals. The team concept has been 
documented as a successful means to provide services to 
chemically dependent pregnant women (Fitzsimmons, 1986). 
Social workers could also assist in developing protocol for 
dealing with chemically dependent pregnant women in the 
health care system as related to eligibility, appropriate 
referral sources and length of treatment. 
Last, but not least, as social workers are an integral 
part of the health care delivery system, they could poll 
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chemically dependent pregnant women regarding their needs 
for treatment and the development of drug treatment centers 
throughout the state of Georgia. The support of social 
workers could definitely help prenatal chemical dependency 
treatment centers to become a reality in Georgia. 
Directions for Future Research 
Future research considerations should include a 
national or state-wide study on the medical, legal and 
treatment issues regarding prenatal chemical dependency 
treatment centers. Future researchers may wish to use drug 
treatment centers and/or hospitals as primary data 
collection sites. Site variation would allow for cross- 
sectional empirically based responses. As studies are 
oftentimes done on individuals who are available to the 
system because of their lack of funds or inability to pay 
for services, it is suggested that all classes of chemically 
dependent pregnant women be included in future studies. The 
use of various socioeconomic groups would validate the need 
for prenatal chemical dependency treatment by all sectors of 
the population. 
To establish the most efficient and effective program, 
national collaboration between researchers, health 
professionals, law enforcement officials and policy makers 
may prove extremely helpful. A collaborative effort would 
likely be used to establish the need for specific services, 
funding modalities and referral /eligibility requirements in 
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the development of prenatal chemical dependency treatment 
centers. 
The need for such a study has been established based 
upon the testimonies of drug treatment experts and 
Congressional studies. The testimonies and studies indicate 
a lack of drug treatment services in general and an extreme 
lack of services for chemically dependent pregnant women. 
Summary 
This study assessed the opinions of health 
professionals on medical, legal and treatment issues related 
to prenatal chemical dependency treatment centers. Results 
of this study showed that most health professionals favored 
the development of prenatal chemical dependency treatment 
centers. Medical issues such as types of services to be 
offered in a prenatal chemical dependency treatment center 
were discussed. Among services of preference were 
counseling, referral, screening, detoxification and medical 
treatment. Methadone maintenance was a controversial 
treatment among health professionals. 
Legal issues in the study included courses of action in 
cases where a chemically dependent pregnant woman refused to 
participate in a drug treatment program. Other issues 
targeted included screening for drug use, admission and 
referral policies and eligibility for admittance into a 
prenatal chemical dependency treatment center. Screening 
for chemical substances among all pregnant women was favored 
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by the typical respondent. Admission into a prenatal 
chemical dependency treatment center, according to the 
health professionals should be based on both the self 
referral of the chemically dependent pregnant woman and 
physicians, social service representatives and law 
enforcement representatives. Eligibility for treatment, 
based on survey results, should occur on the basis of need 
vs. age. Parental consent and ability to pay were not 
deemed as necessary criteria for treatment by the typical 
respondent. 
Other treatment issues included the composition of the 
treatment team, the duration of services, the type of 
physical structure needed and funding requirements. Most of 
the health professionals selected physicians, nurses and 
social workers as necessary members of the treatment team. 
The length of treatment was based on the severity of a 
patient's condition rather than until after the birth of her 
baby. The physical structure of the prenatal chemical 
dependency treatment center was not a significant factor in 
the treatment of chemically dependent pregnant women. 
Health professionals reported that either a freestanding 
facility or a facility aligned with an existing hospital 
would be sufficient. 
As related to funding requirements, health 
professionals reported that the federal government should 
assume primary funding responsibility for the development 
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and implementation of services within a prenatal chemical 
dependency treatment center. Secondary funding, according 
to the typical respondent, should be the responsibility of 
the state government. Other less significant funding 
sources included of all levels of government, private 
citizens and charitable organizations. 
Despite variations in selected aspects of medical, 
legal and treatment issues, the typical respondent agreed 
that prenatal chemical dependency treatment centers should 
be developed in Georgia. Most health professionals also 
reported their willingness to support and work in a prenatal 
chemical dependency treatment center. 
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APPENDIX A 
Request to Conduct Survey 
Sherryl Whearry Johnson 
702 Warrior Court 
Albany, Georgia 31707 
Dear  : 
As we discussed recently by phone, I am a doctoral 
student at Clark-Atlanta University in Social Work. I will 
be conducting a study of health professionals on medical, 
legal and treatment issues for prenatal chemical dependency 
treatment centers in Georgia. Nine (09) hospitals in South 
Georgia have been selected for participation in this study 
because of their uniqueness, locale and the type of services 
they provide. Your hospital fits the criteria for the study 
and has therefore, been selected for participation in this 
study. 
Thus, I am requesting a formal approval to survey 
nurses who work in the nursery and in the neonatal unit. 
Nurses who work with newborns are desired for participation 
in this study. All social workers will also be useful as 
respondents. The study will be conducted from July 16, 1990 
through July 30, 1990. Arrangements will be made with each 
department head after I have received your administrative 
contract (enclosed) which should specify an appropriate 
time, place and date to conduct the study. The study will 
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take approximately 15-20 minutes to complete. 
I will be present to introduce the questionnaire and to 
answer any questions the health professionals staff may 
have. Upon completion of the study, your hospital will 
receive a study report within six months. Results from the 
study will be used for policy and planning related to the 
development of services for chemically dependent pregnant 
women. 
Please indicate your willingness to participate in this 
study by signing both copies of the administrative contract. 
You may retain one copy for your records and forward the 
remaining copy to me in the enclosed envelope. 
Thank you very much for your cooperation in this most 
important matter. Should you have any questions, I can be 
reached at (912) 430-5107 (work) or (912) 439-1947 (home). 
Sincerely, 




This contract is to certify that Doctoral Student, 
Sherryl Whearry Johnson, has been granted permission to 
conduct a survey with nurses who work with newborns and all 
social workers to ascertain their opinions on prenatal 
chemical dependency treatment centers on the date and time 
specified by the department heads/administrator. 
Part A - On the Part of the Facility 
Administration at  
Hospital agrees to 
a) allow the researcher to attend a departmental meeting of 
social workers and nurses at which time will be set aside 
for data collection. 
Administrator's Signature Date 
Part B - On the Part of the Researcher 
The researcher, Sherryl Whearry Johnson agrees 
a) to report to  Hospital on the 
designated day, 
b) to introduce the survey to health professionals, give 
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instructions, answer questions, and collect data. 
c) to provide confidentiality to the hospital and all health 
professionals responding to the survey in any/all documents 
emanating from the study. 
d) to provide the hospital with a formal report of the study 




Confirmation Letter for Data Collection 
Sherryl Whearry Johnson 
702 Warrior Court 
Albany, Georgia 31707 
Dear   : 
Thank you for agreeing to allow your hospital to 
participate in my dissertation research: Opinions of Health 
Professionals on Legal, Medical and Treatment Issues. 
According to my records, I am scheduled to visit your 
hospital for data collection on 
 (date) at (time) 
in      
(location). 
I am looking very forward to working with your 
staff. Should you have additional guestions, please do not 
hesitate to contact me at (912) 430-5107 (work) or (912) 
439-1947 (home). 
Sincerely, 
Sherryl Whearry Johnson 
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APPENDIX D 
OPINION SURVEY OF HEALTH PROFESSIONALS ON 
PRENATAL CHEMICAL DEPENDENCY TREATMENT CENTERS 
I. DEMOGRAPHIC INFORMATION 
Instructions : 





blank as reguested. 
Area of 
Specialization : 
2 . 21-30 
3. 31-40 
4. 41-50 6. Length of Time 
5 . 51-60 In Present 
6 . 61 + Position : 
16. less 
than a 
2. Sex: 7 . male 
year 
17. 1-5 years 
8 . female 18. 6-10 years 
19. over 10 
3. Race: 9 . Black 
years 
10 . White 7 . Highest Level of 









13 . Social Worker 22 . Diploma 








II. NEEDS ASSESSMENT 
Instructions: Check the response that most closely 
represents your opinion on the 
following items: 
8. Prenatal chemical dependency treatment centers need 
to be developed in Georgia: 
 26. strongly agree 
 27. disagree 
 28. agree 
 29. strongly agree 
9. There should be a prenatal chemical dependency 
treatment center in every city as needed: 
 30. strongly agree  32. agree 
 31. disagree  33. disagree 
153 
10. A prenatal chemical dependency treatment center 
currently exists in your hospital: 
 34. yes 
 35. no 
11. A prenatal chemical dependency treatment center 
currently exists in your city/area: 
 36. yes 
37. no 
III. FUNDING 
Instructions: Check the response that most closely 
represents your opinion on the 
following items: 
The primary responsibility for funding prenatal 
chemical dependency treatment centers should 
rest upon : 
38 . federal government 
39 . state government 
40. local government 
41 . private citizens 
42 . charitable organizations 
43. other; explain 
Secondary responsibility for funding prenatal 
chemical dependency treatment centers should rest 
upon : 
44. federal government 
45 . state government 
46. local government 
47 . private citizens 
48 . charitable organizations 
49 . other; explain: 
IV. PERSONNEL 
Instructions: Check all responses that apply. 
14. Health professionals that should become a part of 
the prenatal chemical dependency treatment team 
are : 
 50. physicians 
 51. nurses 
 52. social workers 
 53. health administrators 
15. Other professionals that should become a part of 
the treatment team other than those mentioned in 










 57 . 
 58 . 
 59 . 
 60 . 
 61 . 
62. 
Check as many of the responses as 
necessary to answer the following 
items : 
that should be provided in a typical 







other; specify:  
17. Services (indicated in #17) should be provided on 
an inpatient basis or just an outpatient basis: 
 63. inpatient only 
 64. outpatient only 
 65. both an inpatient and outpatient basis 
18. The structure of a prenatal chemical dependency 
treatment center should be: 
 66. freestanding 
 67. aligned with an existing hospital 
VI. ELIGIBILITY 
Instructions : Check the response that most closely 
represents your opinion on the 
following items: 
19. Chemically dependent pregnant women should be 
treated in a prenatal chemical dependency 
treatment center regardless of age: 
 68. strongly disagree 
 69. disagree 
 70. agree 
 71. strongly agree 
20. In cases where the pregnant woman has not reached 
the age of 18, parent consent must be obtained: 
 72. strongly disagree 
 73. disagree 
 74. agree 
 75. strongly agree 
21. The ability to pay should be a major 
consideration in the treatment of patients: 
 76. strongly disagree 
 77. disagree 
 78. agree 
 79. strongly agree 
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, A newborn infant who is drug dependent should be 
automatically entered into the treatment program 
along with his/her mother: 
 80. strongly disagree 
 81. disagree 
 82. agree 
 83. strongly agree 
In cases where there are limited services/spaces 
in the treatment program, determination of 
individuals to be served should be based on: 
 84. the ability to pay 
 85. severity of the patient's condition 
 86. other; explain:  
VIICINE TESTING 
;ructions: Check the response that most closely 
represents your opinion: 
All pregnant women should be screened for drug us< 3 
to protect the unborn infant: 
 87. strongly disagree 
 88. disagree 
  89. agree 
 90. strongly agree 
In cases, in which the chemically dependent 
pregnant woman does not wish to participate in a 
drug treatment or prenatal chemical dependency 
treatment program, she should be reported to the 
local law enforcement agency: 
 91. strongly disagree 
  92. disagree 
 93. agree 
 94. strongly agree 
In cases, in which the chemically dependent 
pregnant woman does not wish to participate in a 
drug treatment program, she should be incriminate^ d 
for child abuse: 
 95. strongly disagree 
 96. disagree 
 97. agree 
 98. strongly agree 
. In cases, where a pregnant woman's screening 
results are positive for drug use, what 
procedures should be followed (check all that 
apply): 
 99. voluntary counseling 
 100. involuntary counseling 
 101. mandatory participation in a drug 
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treatment program 
102. non-mandatory participation in a drug 
treatment program 
103. mandatory action against the mother to 
be 
104. no mandatory action against the mother 
to be 
105. other; specify:  
VIII. REFERRAL 
Instructions: Select all appropriate items for item 
#29, and one response for #30. 
28. A chemically dependent pregnant woman should be 
accepted into a prenatal chemical dependency 
treatment program at the reguest of : 
106 . the chemically dependent pregnant 
woman 
107 . a physician 
108. a law enforcement agency 
109 . a family member 
110. a social service representative 
29. Consent must be obtained from a chemically 
dependent pregnant woman before she is admitted 
to a prenatal chemical dependency treatment 
program: 
 111. strongly disagree 
 112. disagree 
 113. agree 
 114. strongly agree 
IX. LENGTH OF FOLLOW UP 
Instructions: Check all responses that most closely 
represent your opinion. 
30. A chemically dependent pregnant woman should be 
maintained in a prenatal chemical dependency 
treatment program until: 
 115. after the birth of her baby 
 116. her condition becomes stable 
 117. other; specify: 
X. PERSONAL SUPPORT/ADVOCACY 
Instructions: Check all responses that most closely 
represent your opinion. 
31. he development of a prenatal chemical dependency 
treatment center in your hospital deserves to be 
supported by: 
 118. hospital administration (in your 
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hospital) 
119. the legislature 
120. health professionals 
121. services are currently existing 
122. other; specify: 
32. Please check the reason(s) you think a prenatal 
chemical dependency treatment centers does not 







lack of trained personnel 
workload already too heavy 
not a demonstrated need in area 
population 
other; specify: 
I would be willing to work within a prenatal 
chemical dependency treatment center: 
128 . strongly disagree 
129 . disagree 
130 . agree 
131. strongly agree 
GENERAL COMMENTS 
Instructions: Use this section to expound upon items 
previously answered or to make other 
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